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International Day of the Midwife 
5th May1998 
THE MIDWIFE AS THE KEY HEAL TH PROVIDER for SAFER MOTHERHOOD 
Healthy Women Need 
Midwives To 
promote health education 
give family planning advice 
provide antenatal care 
identify risks by regularly screening 
attend safe births and use clean equipment 
have access to essential obstetric services for 
complications in pregnancy and birth 
Healthy Children Need 
skilled immediate newborn care 
early breast feeding 
prevention and treatment of infections 
immunisation and good nutrition 
Healthy Natjgns N~ed 
,• 
governments to work with intemationaJ agencies to: 
provide access to basic health care at community 
and nationaJ level, implement national safe 
motherhood action plans. strengthen midwifery 
through education, and legislation 
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Newfoundland and Labrador Midwives Association 
(Chapters in Goose Bay and St. John's) 
Newsletter 4 
March 1998 
Since the January issue of the Newsletter not much is seen to 
be happening regarding midwifery in this province. However, we must 
remain hopeful that some good news will be received before too 
long. This Newsletter contains snippets of what is happening in 
other provinces. The Canadian Confederation of Midwives meeting by 
teleconference has been postponed and the annual general meeting 
will be held May 30 in Toronto, is there anything which you want 
Pearl to raise? This is followed by the Association of Ontario 
Midwives annual general meeting which will include an Emergency 
Skills Workshop. See back of Newsletter for Canadian information. 
At our January meeting we requested feedback regarding a logo. 
One late favourable comment wa£ received, but there is the question 
as to whether the · submitted logo on its own represents the 
philosophy of this Midwives' Association. 
Included in this Newsletter is the report and other -materials 
from the Breastfeeding Committee for Canada meeting held in March. 
Thank you to Pamela Browne for submitting an article on 
breastfeeding. Items for the Newsletter are welcomed and those who 
submit are responsible for obtaining permission to publish in our 
newsletter. The Editor does not accept this responsibility. 
NLMA Annual General Meeting by teleconference. April 29, 1998. 
4 pm island time. In St. John's in room 2990 in the HSC. 
Outside of St. John's it will be the teleconference room, so 
arrange with your local teleconference organizer to have you 
booked onto the system. 
Kay Matthews will provide an update on her recent visit to 
Nigeria for the Safe Motherhood project with which she is 
connected. 
Provide items for the Agenda to Pearl prior to April 20th. 
World Health Day, April 7, 1998 
A permanent exhibition on Safe Motherhood will be established 
by the WHO, 1211 Geneva, Switzerland. 
International Day of the Midwife, May 5, 1998 
The Midwife as the Key Health Provider for Safer Motherhood 
The Breastfeeding Initiative Launch and Conference 
November 18 to 21, 1998, at the Bayshore Inn, · Vancouver. 
Abstracts for Posters by September 1, 1998 
Executive Committee 
President: Pearl Herbert Secretary: Karene Tweedie 
Treasurer: Pamela Browne Second Signer: Alison Craggs 
Editor: Pearl Herbert, c/o School of Nursing, Memorial Univers i ty 
of Newfoundland, St. John's, NF AlB 3V6 (Fax: 709-737 - 7037) 
Home page: http://www.ucs.mun.ca/-pherbert/ HSLibrary: WQ 160 N457n 
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Breastfeeding Committee for Canada meeting held March 6-8, 1998, at 
the Royal Botanical Gardens in Hamilton, ON. Pearl represents 
midwives on this national committee. 
The first two days were spent on a Strategic Planning 
Workshop. An evening meeting discussed the Baby Friendly Initiative 
(BFI) and the Launch of the BFI in Canada at the November 
conference. The BCC Newsletter includes information regarding this 
meeting, and a call for abstracts for posters. The BCC committee 
meeting was held on the Sunday. If you become a corresponding 
member of the BCC you will receive information first-hand. 
The document Guidelines for Accepting Donations/Sponsorship or 
Contracts Relative to the WHO International Code of Marketing of 
Breastmilk Substitutes is now available. Encourage you agency to 
write for a copy ($5) from the BCC, P.O. Box 65114, Toronto, ON, 
M4K 3Z2. 
The report submitted to ·the Breastfeeding Committee for Canada on 
behalf of the Canadian Confederation of Midwives/Confederation 
Canadienne des Sage-Femme March 1998 
The midwives are very interested in breastfeeding, the natural 
way to feed a baby, and the majority of the mothers who they follow 
do breastfeed. However, Ontario is the only province where three 
universities (Laurentian, McMaster, and Ryerson) have formed a 
consortium to provide a midwifery collaborative education program. 
There are only two provinces (Ontario from 1994, and British 
Columbia from 1998) where midwifery legislation has been 
implemented. The Northwest Territories passed a regulation in 1996 
to recognize midwives licensed by a provincial College of Midwives, 
whether or not these midwives require a nursing qualification as 
well as a midwifery qualification depends on the requirements of 
the individual NWT regional health boards. In Quebec the special 
birth centre projects (from the 1990 Bill 4) are due to be 
evaluated this year and then the government has indicated that 
legislation will be considered. Other provinces (Saskatchewan, 
Manitoba, Nova Scotia) are considering midwifery legislation. 
Legislation is for autonomous midwifery, where midwifery is a 
discipline in its own right; "midwife" is a protected title and the 
International Definition of a Midwife (WHO/FIGO/ICM, 1992) is 
followed. Once legislation is implemented and preregistration 
licensing completed, the provinces have indicated that a bachelor 
degree in midwifery will be required by a beginning midwife. 
In Alberta there has been a delay in implementing midwifery 
legislation due to the formation of regional health boards who have 
been given the responsibility for funding midwifery with no extra 
funding from the government. Al though the midwives have passed 
their licensure examination and are ready to receive licenses, the 
funding issues have to be resolved before the midwifery legislation 
can be implemented. 
The provincial governments in the Atlantic provinces are 
slower in considering midwifery legislation but the midwives keep 
busy. Only New Brunswick does not have a Midwives Association. In 
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Nova Scotia the four midwives attend about 50 home births each a 
year. 
In Newfoundland the midwives are only allowed to practice in 
two northern hospitals under "agency specific" terms agreed by the 
provincial Department of Health (equivalent to the Ministry of 
Health in other provinces), the provincial Medical Board, and the 
Association of Registered Nurses of Newfoundland (ARNN) . The ARNN 
has a position statement regarding home births which prevents 
nurses from attending these if there is no physician present. 
Physicians do not attend home births. Therefore, the women who have 
the financial resources have started bringing midwives from other 
provinces for a home birth, and as there is no midwifery 
legislation in ef feet the checking of the credentials of each 
midwife is left to the parents. The lactation consultant in 
Labrador is a midwife and one· of the consultants in St. John's is 
an associate member of the Midwives' Association. 
In Prince Edward Island the midwives are working with the 
lactation consultants and others to put together a research project 
to discover why so many newborn babies have problems latching on. 
April 2-3, some midwives from the four Atlantic provinces are 
planning to attend the IWK-Grace Health Centre's 20th Annual 
Perinatal Nursing Conference being held in Dartmouth. The speakers 
include Jan Riordan, Bev Chalmers (BFHI), Sue Daniels, John Hubert 
(ethics), D. Spatz (establishing an international breastfeeding 
program of research), etc. Jan Riordan will also be giving a free 
open session in. Halifax on Thursday evening on "The Cost of Not 
Breastfeeding". 
On April 1, prior to the conference, Jan Riordan is providing a one 
day workshop. Information regarding these three days may be 
obtained from the Dept. of Learning and Organizational Development, 
IWK-Grace Health Centre for Children, Women & Families, 5850/5980 
University Avenue, P.O. Box 3070, Halifax, NS, B3J 3G9 (Telephone: 
902-420-6667). Registration after March 1: $135 + $65 for April 1. 
To date, the midwives in the eastern provinces (Quebec and 
Atlantic) have indicated that they do not expect to be able to 
attend the BFI launch and conference in November. The cost of 
travelling to BC is expensive and for those teaching the Fall 
semester is very busy. 
In Alberta the midwives have an informal link with the "Baby 
Friendly people" from whom they receive mailing. At the end of 
February the midwives had a half-day updating meeting with Dr. 
Shirley Gross and a lactation consultant. Also discussed was how 
they can work together and complement each other's expertise. They 
are requesting the Ministry of Health to allow midwives to refer 
directly to a lactation person such as Dr. Gross without having to 
go through a middle physician, which not only delays the referral 
but also is then charged as for a medical consult (five times the 
cost of a direct referral from the midwives) . Depending on practice 
issues (births and the government implementation plans) there is a 
high interest in attending the conference in Vancouver. 
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The Canadian Perinatal Surveillance System steering committee, on 
which Pearl represents midwives. The next meeting is in April. The 
whole committee has not met for 6 months and so there is nothing 
new to report. 
Fetal Health Surveillance steering committee on which Pearl 
represents midwives. The Curriculum committee has been working on 
designing a course to match the SOGC guidelines. This material is 
now being sent to the steering committee members, but has not yet 
been received. 
Women's Health Network, Newfoundland and Labrador Officially Opens 
it Doors! submitted by Laura of the WHNNL. 
One of the first non-profit, non-governmental organizations 
developed to address women's health in Newfoundland and Labrador 
opened its doors on Tuesday, March 10, 1998, at the Grace Hospital 
Nurses Residence in St. John's. Support for the network on women's 
heal th was reflected in the overwhelming number of women who 
attended the opening (standing room only) . The Network was formally 
congratulated by a number of its official supporters including the 
Honorable Julie Bettney, Minister Responsible for the Status of 
Women; the office of Brenda Fitzgerald, Assistant Deputy Minister 
of Community Health; and Sister Elizabeth Davis, Executive Director 
of the health Care Corporation of St. John's. Greetings were also 
brought from the city by Shannie Duff; the ARNN by Pamela Baker; 
the Newfoundland and Labrador Medical Association by Lydia Hatcher. 
The Women's Health Network, Newfoundland and Labrador (WHNNL) 
is based on a partnership of individuals and organizations. The 
objective of the WHNNL is to bring together health service 
providers, educators, researchers, policy makers and women to 
explore issues related to providing service, education and policy 
developments about women's health. At present information is shared 
by e-mail but plans are being made for a written Newsletter. A 
special collection is being gathered of materials regarding women's 
contribution to health issues in this province. If you know of any 
materials or have any items (written, audio, video, other) please 
let the WHNNL know. Regarding this information or for other details 
or how to become a member telephone: 709-778-6534; e-mail: 
whnmun@morgan.ucs.mun.ca; write: WHNNL, 3rd floor, Grace Hospital 
Nurses Residence, LeMarchant Road, St. John's, NF, AlE 1P9. 
Also present at the WHNNL opening was Coleen Pickard with 
samples of her breastfeeding dolls. These cost $40 for mother and 
baby rag doll. For details contact: 
Coleen Pickard, Mother Nuture, Site 6, Box 1, Clarke's Beach, NF, 
AOA lWO. Telephone: 709-786-7828. E-mail: riverside@thezone.net 
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Diagnosing Breastfeeding Problems by Verity Livingstone (1989 ILCA 
Conference) . Submitted by Pamela Browne 
Failure to Thrive 
Need to determine: Can this mother make milk? Is lactation ability 
impaired in any way? How much milk is transferred to the baby? Is 
the baby getting the right amount? Is anything else wrong with baby 
which may explain why the baby has not gained weight? Therefore, 
take careful history including: the health of the mother and the 
baby; breastfeeding history; check the baby; watch breastfeeding. 
Maternal history to include any breast surgery and if so may 
not be able to fully breastfeed but can still nurture the baby at 
the breast. So encourage nurturing plus supplement to allow for 
normal growth. Was the third stage of labour complete as placental 
hormones can delay or inhibit lactogenesis. Did the mother 
experience any breast engorgement or fullness on the third to 
fourth postpartum day? · 
Breastfeeding history to include if breastfeeding was alright 
previously so then a good chance that the mother can breastfeed 
now. If the mother had a problem before there may well be a reason 
for the problem now. What support has she got? Did her breasts get 
bigger prenatally (red flag if no or little growth)? When was the 
initiation of the first feed; was it delayed; who helped the 
mother; was it a good feed? 
Baby. Important points: term or premature, type of birth, 
vigorous or sleepy baby, jaundice, Apgar scores, drugs during 
labour, delivery, postpartum and if codeine given. Were the feeds 
supplemented in hospital, and if so, why? General pattern of 
growth. Normal physical health e.g. urinary tract infection leading 
to failure to thrive. Examine the mouth and sucking reflex, and if 
any tongue ties as some are problematic. Check sides of cheeks and 
diaper area for thrush (sore nipples if not due to tongue or latch 
are probably due to yeast infection) . [Edi tor: also see 
Livingstone, V. H., Willis, C. E., & Berkowitz, J. (1996). 
Staphylococcus aureus and sore nipples. Canadian Family Physician, 
42, 654-659]. Some babies are very sensitive and have a very easy 
gag reflex. Does the baby have a bottle feed suck i.e. pushing 
finger out rather than drawing it in on the sucking examination. 
Mother when breastfeeding. a. Examination. Ask the mother to 
be bare from the waist upwards while breastfeeding. Red flag if the 
breasts: have little amount of breast tissue with well developed 
areola and long nipples; stretchy elastic nipples where lactiferous 
sinuses will be way back into the areola so therefore the baby can 
only nipple feed; thick inelastic nipples which make it difficult/ 
impossible for the baby to form an effective nipple, especially if 
the baby has a weaker suckle. Treatment: Reset own goals i.e. play 
down nutritional side and play up nurturing side of breastfeeding. 
Therefore, do not tell the mother to breastfeed frequently etc. to 
increase the milk supply, because that is an unrealistic goal. 
b. Observation. Watch the mother breastfeeding and note the 
positioning of the mother and the baby, the latch, suck, and if 
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swallowing is audible. A mother of a baby having breastfeeding 
problems should hold her breast in such a way that allows her 
fingers to form AND bring breast tissue forward to the baby, not 
pulling back to clear the nose. These babies need the breast to be 
continually supported throughout a feed. When watching a breastfeed 
assess how much breast milk the baby is getting i.e. is it enough 
for growth? Usually failure to thrive babies take in small amounts 
of breast milk. If the baby takes in a good amount of milk but is 
still failing to thrive then one must question whether there is a 
medical problem with the baby. How well are the breasts being 
stimulated e.g. is the mother breastfeeding frequently enough? The 
mother may need to keep a log. Maybe the baby is not latching on 
far enough i.e. nipple feeding, and therefore not stimulating the 
breasts. The mother will then need to increase stimulation by: 1. 
improving the latch; 2.- pumping the breasts if the baby also has a 
weak suck, which is best done immediately after breastfeeding. A 
mother with insufficient ability to make enough milk may like to 
consider devices such as simple nursing supplementer. 
Excessive Thriving 
Some women produce lots of milk and the baby's weight is 
usually at the 90 to 100 percentile. Having too much milk can be 
problematic for the baby and the mother. The baby may have any or 
all of the following: needs to feed lots; usually suckles and then 
pulls off and then 30 minutes later is hungry again and so is 
breastfed. Often these babies are fussy, colicky, thriving, 
irritable, regurgitating, and having watery stools, explosive 
stools. The mother may have any or all of the following: 
engorgement on the third day, leaked a lot, frequent sore nipples, 
white spots on the nipples, mastitis/plugged ducts, shooting knife-
like breast pains after breastfeeding, strong letdown, always uses 
both breasts when feeding, mother often ends breastfeeding, has 
lumpy breasts. Diagnosis: Overactive letdown [milk ejection] 
reflex. Hyperlactation syndrome, when huge amounts of milk ejected, 
and the mother is not fully draining her breasts when breastfeeding 
and so stasis of breast milk occurs. May have white spots first 
which can lead to blocked ducts (tenderness, lumpiness) and 
mastitis if untreated. However, may not necessarily be infective 
mastitis. If the mother uses both breasts when breastfeeding then 
neither breast is emptied, therefore , the baby has foremilk +++, 
leading to lactose overload (colicky/irritable baby with watery, 
explosive green stools). Treatment: Give one breast a feed, or the 
mother may even need to breastfeed one breast/two breasts, thereby 
i ncreasing intake of hindmilk and draining one breast well each 
f eed to help regulate supply and demand. 
• 
• 
• 
• 
• 
• 
7 
Breastfeeding Connnittee for Canada On November 7, 1997, a WHO/ 
UNICEF Baby-Friendly Initiative (BFI) Hospital Assessor's Training 
Course was held. The International Code of Marketing of Breastmilk 
Substitutes was considered. 
Marketing Code for Breast Milk Substitutes (1981) 
Summary of the Code's Provisions: 
1. No advertising of products under the scope of the Code. Infant 
formulas should not be advertised to the public. 
2. No free samples should be given to mothers. 
3. Infant formulas and products should not be promoted in health 
care facilities, including the distribution of free or low-
cost supplies. 
4. No company representatives to advise mothers. 
5. No gifts or personal samples should be given to health care 
workers . 
6. Product labels shou~d not include words or pictures (including 
pictures of infants) on the labels of the products. 
7 . Information given to health care workers should be scientific 
and factual. 
8. All information on artificial feeding, including the labels, 
should explain the benefits of breastfeeding and all costs and 
hazards associated with artificial feeding. 
9. Unsuitable products, such as sweetened condensed milk, should 
not be promoted for infants. 
10. All infant formula products should be of high quality and 
appropriate for the climate and storage conditions of the 
country in which they are to be used. 
(The Canadian Government signed that they endorsed this Code) . 
Protecting, Promoting and Supporting Breast-feeding 
The Special Role of Maternity Services (1989) . 
Summary of the Code's Provisions: 
Every facility providing maternity services and care for newborn 
infants should be "Baby-Friendly". They should: 
1. Have a written breast-feeding policy that is routinely 
communicated to all health care staff. 
2. Train all health care staff in skills necessary to implement 
this policy. 
3. Inform all pregnant women about the benefits and management of 
breast-feeding. 
4. Initiate physical contact of mother and baby within hal f- hour 
of birth and help mothers initiate breast-feeding at this 
time. 
5. Show mothers how to breast-feed, and how to maintain lactation 
even if they should be separated from their infants. 
6. Give newborn infants no food or drink other than breast milk, 
unless medically indicated. 
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7. Practice rooming-in - allow mothers and infants to remain 
together 24 hours a day. 
8. Encourage breast-feeding on demand. 
9. Give no artificial teats/nipples or pacifiers (also called 
dummies or soothers) to breast-feeding infants. 
10. Foster the establishment of breast-feeding support groups and 
refer mothers to them on discharge from the hospital or 
clinic. 
These do not state that only breastmilk can be used, but that other 
milks must not be promoted e.g. no posters showing bottle feeding, 
no information about bottle feeding even in childbirth education 
classes or in books routinely given to antepartum or postpartum 
mothers (including Great Expectations and Best Wishes) . Magazines 
could have the pages · showing any form of bottle feeding and 
pacifiers (soothers) torn out. Any information about bottle feeding 
should be given on an individual basis. Breastfeeding should be 
promoted both in the hospital (on the unit and in the outpatient 
areas) and · in the community. All mothers should know about 
breastfeeding even if they do not wish to breastfeed so that it can 
be seen that they have made an informed decision on the method 
which they have chosen to feed the baby. This includes not only the 
mother's choice but also the baby's choice (what is best for baby, 
and what are the advantages of breastmilk and of formula milk) . 
Several Canadian hospitals are now having mothers sign consent 
forms before their baby is given formula milk. The assessment 
generally is looking for an 80% compliance with all parts of the 
BFI requirements shown above. Breastfeeding is exclusively 
breastfeeding without any water or formula supplements. 
Companies producing any type of formula should not provide 
money or benefits in kind to hospitals. Formula should be bought at 
the regular price paid for hospital supplies, usually at a 20% 
discount. There are hospitals in Canada where formula contracts 
have not been renewed. If mothers wish to bottle feed they have to 
bring into the hospital their own formula and feeding equipment. 
(This is possible for all mothers as those on welfare are given 
extra money by Social Services with which to buy formula; money 
which is not given to breastfeeding mothers) . 
Prior to accreditation a Preassessment is carried out to 
advise the institution as to whether or not they are ready for the 
accreditation process. This can save time and money as sometimes it 
is a small item which would prevent accreditation but it can be 
easily corrected. Policy manuals, all staff (including auxiliary 
and housekeeping) training manuals including those for students, 
and childbirth education programmes, and the information given to 
mothers on their discharge as to the various people to contact for 
breastfeeding information if they need assistance when they are at 
home, are all studied. 
The hospital has to make sure that all staff and all students 
in the area (whether they are nursing students, or social work 
students, or medical students, or dietitian students, or laboratory 
students, etc.) are educated about breastfeeding. Education would 
• 
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• 
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vary depending on the level of the staff being trained e.g. 
housekeeping would know about the benefits of breastfeeding but 
medical and nursing staff would know the benefits and management of 
breastfeeding and how to actually assist the mother to breastfeed. 
They would also be taught how to teach the mother to manually 
express her breasts (without using a breast pump; pumps are only 
appropriate if the baby is in the NICU). They would have received 
an 18 hour training course plus 3 clinical hours. Courses must be 
given to all new staff (permanent or casual) within 6 months of 
starting to work in the unit. A button stating that they know about 
breastfeeding could be given so that mothers know who to ask when 
they need assistance. 
On the Assessment days (the hospital does not know the actual 
date) a team of 5 accredited persons arrive and meet with the 
managers in charge of the units. Interviews are also carried out 
with the staff and a selection of both antepartum and postpartum 
mothers. Observations are made of the immediate postpartum period 
to see that the baby is· given to the mother to hold, and have an 
opportunity to breastfeed immediately following the birth. In the 
NICU how many babies are given breastmilk even if they cannot feed 
at the breast. Observations are made of all the hospital areas 
where antepartum and postpartum mothers visit (whether as in-
patients or out-patients) . There are global standardized forms used 
for all of the interviews and observations during this 2 or more 
days. At the end of the process a meeting is held with the managers 
to provide feedback, but the actual results cannot be given as the 
forms have to be sent to the WHO/UNICEF committee who make the 
final decision. For hospitals who meet the BFI standards they are 
awarded a plaque. No Canadian hospital has yet been through this 
assessment but several hospitals in Quebec and British Columbia 
will be requesting assessment in the near future. 
Some useful references are: 
Baumsiag, N., & Michels, D. (1995). Milk, money and madness. 
Bergin & Garvey. 
Chalmers, B. (1997). The baby friendly hospital initiative in 
Canada: Some observations. Journal of the SOGC, 19, 978-982. 
**Ducharme, D. ( 1997) . Federation des medecins omnipracticiens 
du Quebec. St. Hyacinthe, QC: Somabec. 
*International Baby Food Action Network. (1993). Protecting 
infant health. A health workers guide to the international code of 
marketing of breast milk substitutes (8th ed.). Penang, Malaysia: 
Author. 
Levitt, C. A., Kaczorowski, J., Hanvey, 
Chance, G. W. (1996). Breast-feeding policies 
Canadian hospitals providing maternity care. 
Association Journal, 155, 181-188. 
L., Avard, D., & 
and practices in 
Canadian Medi cal 
*UNICEF and WHO. (1995). 
medication . Toronto: UNICEF Canada. 
Breastfeeding and maternal 
*World Health Organization. (1981-1996). International code o f 
marketing of breastmilk substitutes. Geneva: WHO. 
Note: *Available from INFACT Canada, 6 Trinity Square, Toronto, ON, 
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MSG lBl (Telephone: 416-595-9819; Fax: 416-595-9355; e-mail: 
infact@ftn.net) Contact INFACT for cost of materials and a list of 
other appropriate titles. 
INFACT membership is $35 per year and includes four issues of the 
newsletter annually (cheque payable to: Infant Maternal Nutrition 
Education Association) . 
**Available from Somabec, BP 295, 2475 Sylva-Clapin, St. 
Hyacinthe, QC J2S 7B6 (Price: $45.00 plus taxes). French book 
suitable for any location, not just Quebec. 
The World Wide Web 
For those who have access to the internet there are 
interesting addresses from which information can be obtained and 
articles can be printed. The following are some of these addresses 
and if you come across others please pass them on: 
1. http: I / ·www. hc-sc. gc. ca 
Look for either the English or French version of: 
_B_r_e_a_s_t_f_e_e_d_i_n_g_: _A __ s_e_l_e_c_t_e_d_b_i_· b_l_i_o_g.._r_a__.p_h_y_a_n_d _ r_e_s_o_u_r_c_e __ q_u_i_d_e (Cat . 
H39-228/1997E)/Allaitement maternel bibliographic choisie et 
recrueil de documentation. 
10 great reasons to breastfeed (Cat. H39-189/1993E) /10 bonnes 
raisons pour allaiter. 
A multicultural perspective of breastfeeding in Canada (Cat. H39-
386/1997E) /Perspective multiculturelle de l' allaitement maternel au 
Canada. 
These three publications also may be obtained from: 
Publications, Health Canada, Ottawa, ON, KlA OK9. 
2. http://www.breastfeeding.net/law.htm 
A review of the medical benefits and contraindications to 
breastfeeding in the United States by Ruth Lawrence (1997) . 
3. http://resapp.gc.ca/eng/lrncentr/online/policy.htm 
Policy analysis in government (a policy Wonk's travel guide) by Ian 
Potter of the Learning Centre. 
4. http://www.nfh.hwc.ca/publicat/execsumm/idxexsum.htm 
Summaries of a series of papers on the determinants of heal th 
commissioned by the National Forum on Health. 
5. http://www.aap.org/policy/re9729.html 
The American Academy of Pediatrics policy on Breastfeeding and the 
use of h11man milk. 
6. htt:: ://www.cich.ca 
Canadian Institute of Child Health 
• 
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7. http://cich.ich.ucl.ac.uk 
Centre of International Child Health & Great Ormond Street Hospital 
for Children NHS Trust. Shows research, short courses such as one 
June to July on breastfeeding, etc. 
8. http://www.radmid.demon.co.uk/index.htm 
(e-mail: arm@radmid.demon.co.uk) for the Association of 
Radical Midwives and their Midwifery Matters journal. 
9. http://www.midirs.org 
(e-mail: midirs@dial.pipex.com) 
MIDIRS Midwifery Digest 
10. http://www.cna.nurses.ca 
(e-mail: cnj@cna-nurses.ca (for the Canadian Nurse journal) 
Canadian Nurses Association. 
11. http://www.cpha.ca· 
Canadian Public Health Association. 
12. http://199.71.69.18/prototype/ (under construction) 
(alison@opc.on.ca to provide feedback) 
Consumer Health Information web page. 
Also: http://www.opc.on.ca/ohpe/ohpeflyr.htm 
Ontario Prevention Clearinghouse 
13. http://www.iblce.org 
IBCLE 
14. http://library.ummed.edu/lsv/archives (then choose LACTNET 
where there are many articles listed for viewing and printing) . 
15. http://www.infactcanada.ca 
INFACT 
16. http:www.elogica.com.br/waba 
For breastfeeding reports from around the world 
E-mail only Addresses 
1. bfc@istar.cs for the Breastfeeding Committee for Canada. 
2. fjeldm@cadvision.ca for Canadian Lactation Consultants Ass. 
3. midwives@dial.pipex.com for the RCM Midwives Journal 
4. 100702.2405@compuserve.com for ICM International Midwives 
Matters (£20 per yearly subscription). 
> l. 3 l< s :ov 1 Y' : ii.n-nurses. ca for information about the CNA, CAUSN, 
.It! . . .. ~< .n tdc, 11cMaster University, CANR partnership to develop a 
mou~l for ~h~ dissemination of evidence-based information. 
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Being a Midwifery Student in Ontario 
In Ontario the midwifery degree program lasts for 4 years 
during which the students have three classroom and six clinical 
semesters. No credit is given for prior learning that nurses would 
have obtained. At the start of the four years the midwifery 
students from the three universities (Laurentian, McMaster, 
Ryerson) providing the collaborative program, meet together at one 
site for 10 days, and then again during the second and third years, 
and at the end of the fourth year. 
A first year midwifery student in Ontario spends 
"about $550 per course per semester, but with tuition 
increases and the withdrawal of government support [subsidised 
at present] it is difficult to predict how this will change 
over the coming years. If no increases took place, I would 
expect to spend about $22,000 to complete my degree. Clinical 
courses do not cost the same amount as academic courses 
because they involve working in a practice and being on call 
full time. My understanding is that I will pay for a full time 
course load for each unit of the clinical curriculum that I 
move through (Midwifery I, II, III, IV, community placement, 
and clerkship) . My other expenses are about $50 per year each 
for membership in the College of Midwives of Ontario and the 
Association of Ontario Midwives. In addition, I may have to 
relocate for some of my clinical placements, which would 
involve extra rent etc. I will have to maintain a car during 
clinical placements as well". 
The students are immersed in clinical and because of the 
demands, such as being on call for births, providing antepartum and 
postpartum care in clinics and homes, there are no classes given at 
the same time as the clinical experiences, although about once a 
month there is a three hour tutorial either on-site or by telephone 
if the student is located too far away to travel to the campus. The 
preceptors for the clinical experiences are midwives (who work from 
their office in the community) . "Midwife" is a protected title and 
may only be used by midwives who are licensed to practice. During 
the program the student midwives are required to have 60 births: 40 
births which they have conducted as primary midwife. Continuity of 
care must be provided to 3 0 mothers and babies. To count as 
continuity of care the student midwife must provide a minimum of 
five antepartum visits, the birth, and three postpartum visits up 
to the postpartum check at six weeks. 
Midwives in Ontario are required to make a minimum of five 
visits in the first postpartum week, two visits in the second 
postpartum week and a weekly visit up to the six postpartum weeks 
check. When it is necessary for a midwife to refer a woman in 
labour who then receives epidural or spinal analgesia, or another 
procedure, the midwife is required to follow hospital protocols. 
Licensed midwives are required to have annual certification of 
expertise in caring for women receiving various procedures similar 
to the nurses working in the hospital ( s) to which they have 
admitting privileges. Midwives also have to keep their neonatal 
• 
• 
• 
• 
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resuscitation certificate, and the cardio-pulmonary resuscitation 
certificate current. 
At the end of the program the students have two 
comprehensive written examinations given on two consecutive 
and each examination lasts for four hours. There is a 
clinical examination using "stations" in the laboratory. 
final 
days, 
final 
In Ontario, the students who successfully graduate from the 
midwifery degree program are eligible to apply for licensure in 
that province. 
Conferences. Information is sent by e-mail to those who have this 
method of communication so that early registration discounts can be 
obtained if a conference is going to be attended. 
April 16-18, 1998. "The power of partnerships", COGNN (AWHONN) 9th 
National Conference, Toronto. Keynote speakers include: Gail 
Conner, . Alan Simmons, Janet Rush, Jeanne Watson Driscoll. 
Cost: Before March 31, AWHONN members $185; non-members $225, 
students $100. 
Contact: Heather Tempest, 25 Esterbrooke Avenue, Unit 117, North 
York, ON, M2J 2C5 (Fax: 416-497-0634). 
May 1, 1998. "Chronic Pelvic Pain. Enhancing women's health through 
diagnosis and management", Women's College Hospital, Toronto. 
Cost: $145 bef9re April 15/ $195 after April 15, includes 
breakfast, break and lunch. 
Contact: Kim Mundy, MIRU, 790 Bay Street, #712, Toronto, ON, MSG 
1N8 
May 7-8, 1998. "Current issues in perinatal care", Annual 
Conference, Ottawa. Keynote speaker: Dr. Elizabeth Bryan of England 
Cost: Before April 20 - $175. 
Contact: Perinatal Education program of Eastern Ontario, 401 Smyth 
Road, Ottawa, ON, KlH 8L1 · (Fax: 613-738-3633; e-mail: 
corbeil@cheo.on.ca) 
May 17-18, 1998. "Supporting the Woman in Labour". IWK-Grace, 
Halifax. Penny Simkin providing a two day workshop where 
participants discuss the emotions and psychological processes 
associated with labour and the role of the labour support person. 
The workshop constitutes one step in the certification process for 
Doulas of North America (DONA) and there is a list of materials 
which have to be read prior to the workshop. On Monday morning 
there is a learning opportunity for health professionals provided 
by Penny Simkin on the impact of childhood sexual abuse, and about 
the second stage of labour. 
Cost: Before April 24 - Saturday and Sunday $300, Monday $55/After 
April 24 - $325 and $75 respectively. 
Contact: DOULAS on CALL, PO Box 44027, RPO Bedford, Bedford, NS, 
B4A 3X5 (Telephone: 902-861-1318; e-mail: mdrake@iwkgrace.ns.ca) 
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May 22-24, 1998. "Healing the Healers: A Nurturing and Healing 
Event for Nurses", Tatamgouche, NS 
Cost: $195 includes accommodation and meals. 
Contact: Sue Bookchin, Box 80, Mahone Bay, NS, BOJ 2EO (Fax: 902-
624-9720) 
June 28-July 2, 1998. "Prenatal and neonatal listeriosis", XIII 
International Symposium on Problems of Listeriosis, Halifax. 
Contact: Congress Secretariat (Fax: 902-422-2635; e-mail: 
agenda@ns.sympatico.ca) 
September 9-24, 1998. "Midwifery and Child Care in China" an 
educational opportunity of a lifetime exclusive to midwives. Visit 
Beijing, Shanghai, Xinn, Hong Kong etc. 
Cost: From London, England, £2·, 650 includes 12 nights accommodation 
and full-board, £395 single supplement. 
Contact: Master Travel Ltd. , Freepost SE705, London SE24 9BR, 
England (Fax: 0181-671-7327) 
September 10-14, 1998. "Keeping Birth Normal", London, england. A 
Midwifery Today Conference. 
Cost: Before May 15, 1998, £200 plus pre-and post conference rates; 
July 15, £240, prior to August 24 £270. Discount for subscribers to 
Midwifery Today, for students and for UK residents receiving ENB 
credit for a refresher course. 
Contact: Midwifery Today, PO Box 2672, Eugene, Oregon 97402, USA 
(Fax: 541-344-1422; e-mail: midwifery@aol.com; home page: 
http://members.aol.com/midwifery/) 
November 19-21, 1998. "Breastfeeding: Stepping into Baby Friendly", 
Vancouver. Keynote speakers: Jan Riordan, Marsha Walker, Louise 
Hanvey, Patricia Martens, Frances Jones, Sunara Thobani, and 
members of the BCC including Bev Chalmers, Maureen Fjeld, Roberta 
Hewat, Cheryl Levitt, Verity Livingstone, Catherine Royle, 
Elisabeth Sterken and others. 
Abstracts: By September 1 for poster session, related to programs, 
practices and research related to lactation, breastfeeding and 
infant feeding. All research must conform to the International Code 
of Marketing of Breastmilk Substitutes. 
Contact: British Columbia Reproductive Care Program, Room F5, 4500 
Oak Street, Vancouver, BC, V6H 3Nl (Fax: 604-875-3747) 
May 22-27, 1999. 25th Triennial Congress of 
Confederation of Midwives, "Midwifery and Safe 
the Year 2000", Manila, Philippines. 
Abstract: Before January 29, 1999. 
Cost: Before January 1999, $450 US 
Contact: The Secretariat, 25th ICM Congress, c/o 
Groove Street, Bartville Subd., Barangay Dela 
Philippines (Fax: 645-7148; 724-5335) 
the International 
Motherhood Beyond 
IMAP Inc., Golden 
Paz, Pasig City, 
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Notes frOm the Board 
Our · last newsletter carried the 
recommendations of the RCP review of the 
Potential for Nlidwifery in NS, and the MCNS 
response to this report. As a r~~ult of our 
concerns, as outlined in the response, we met 
with the Minister of Health- Dr Jim Smith and 2 
Department representatives, in November, 
1997. Representatives of _the ~ICNS and the 
ANSM attended. · 
We were pleased with the tone of this meeting, 
as the Minister appeared to have read our 
response and understood and appreciated our 
concerns. They agreed to attend a presentation 
about midwifery, to perhaps be delivered by a 
rofessional from Ontario, as a way to get all 
parties on some common ground. Holiday 
Tyson was suggested. It was agreed t~at a 
working group be set up that would result in the 
implementation of midwifery in Nova Scotia. 
We recommended representation by both the 
Coalition and the Association, suggested an 
impartial chair, and asked have input in the draft 
of the terms of reference. 
\Ve are no\v at the point of having seen the first 
draft, and replied to it. The V\'orking group \vill 
begin in early spring. Here is a summary of 
what we kno,.v: 
Chair- Mary Jane Hampton 
Representation:l-MCNS, 1-ANSM, 1-Registered 
Nurses Assn, 1-Medical Society, 1-Dept of 
Health, 1-NS College of Physicians & Surgeons, 
4-6 Regional Reps., appointed by the Provincial 
Leadership Committee. Note: Consumer, First 
Nation and visible minority reps. must be 
included in the membership. 
1) lVe recommended that there be 3 mid,vives 
on the group so that it equalled the number of 
'hysicians and nurses. 
2) We are curious ·as to how. ;the Provincial 
Leadership Committee ( comprised of the heads of 
the Regional Health Boards) will choose Regional 
reps. We encourage all our members or other 
interested folk who want to be Regional Reps. on 
this working group to contact the head of their 
Regional Health Board. Here's how to find them: 
Cent1~al Regional Health Board: 
Ann Miller, Senior Dir. Health Service Delivery · 
Phone: 420-8825, fax: 420-8820 . · 
Northern Regional Health Board:Gladys NlcNutt 
(sec.), Ron Creighton (chair), Wayne Tucker (CEO) 
Phone: 897-6265, Fax: 893-0250 
Eastern Regional Health Board: Eileen Bristen (sec), 
John Breen (CEO) Phillip Murray (chair) 
Phone: 794-6010, Fax: 794-6022 
Western Regional Health Board: Anita Hicks (sec), 
Dr James Perkins (chair), Victor rviaddalena (CEO) 
Phone: 638-3452, Fax: 638-8170. 
If you do not suggest regional reps, they \viii 
simply appoint who they want. 
3) We are concerned that the focus of the group 
seems to be on regulation of mid\vifery. \'Ye 
recommend it be on i1nple1nentation of mid,vifery. 
4) We thought the mandate and goals of the 
working group was too limited by focusing on 
cos ts, scope of practice, qualifications and 
educational requirements for mid\vives. We sent in 
a more complete list. · 
V\'e chose Jan Catano as· the MCNS representative 
on this new \Vorking group. 
respectfully, Janet Rhymes 
Jobs, J obS/J bbs··-- ~ ,, .. ··" · · · ·· 
MCNS was given 2 positions through the NS 
'Vinter \Vorks Program (EDT) to do some public 
education about mid\vifery in Cape Breton County 
and along the Eastern Shore. These are minimum 
\vage jobs, 28 hours per vveek for 10 \veeks each. 
For details call Janet Rhymes, 889-3509. 
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February 27, 1998 
Dr. Robert Reid, President, 
Association of 
Ontario ~tid\vives 
The Society of Obstetricians and Gynecologists of Canada 
774 Promenade Echo Drive, 
Ottawa, Ontario. K1 S 5N8 
Dear Dr. Reid, 
The Association of Ontario Midwives (AOM) received the SOGC's Policy Statement: 
·Midwifery with great interest. We would like to take this opportunity to respond to the 
Statement and _three specific issues which it raises: choice of birthplace, midwives' 
integration into hospital departments, and remuneration of consultation requests from 
midwives. 
While the AOM appreciates the support of the SOGC, we take exception to a professional 
association opposing a fundamental aspect of the legislated scope of practice of a 
regulated health profession through a Policy Statement. The SOGC statement has 
endorsed midwifery, yet at the same time opposes an essential aspect of a midwife's 
regulated scope of practice in Ontario. The statement claims, "The SOGC is opposed to 
home births because of potential risks to mother and fetus." Nowhere does the statement 
provide research based evidence that midwife attended home birth is not an equivalent 
alternative to hospital birth for low risk women. In apparent contrast to the initial 
statement regarding homebirth, the policy statement also states, "We stress the 
importance of choice and autonomy for women and their fa r;i ilies in the birthing process. 
The SOGC endorses evidence-based practice associated with family-centred care and 
normal childbirth." These conflicting messages may be interpreted as demonstrating that 
the SOGC endorses choice, only insofar as the choice is acceptable to the SOGC. 
Choice of Birthplace: Informed choice and evidence-based practice are two 
fundamental tenets of midwifery care in Ontario. The AOM supports women's choice of 
birthplace. Midwives are required by the College of Midwives of Ontario to fully describe 
the risks associated with both home and hospital birth to women in order for them to 
make an informed decision about where they wish to give birth. Women who choose to 
give birth at home do so with a full awareness of the skills, equipment and .medication that 
midwives can provide in the home setting. They are also informed of the additional 
facilities and expertise that may be available in the local hospital, and the implications of 
transport time to hospital. Research continues to show that for the low-risk obstetrical 
population, there is no significant difference between the outcomes of planned homebirths 
with trained caregivers in attendance .compared with hospital births.,· 
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Integration into Hospitals: Since the regulation of midwifery in 1994, the integration of 
midwives into hospitals in Ontario has proceeded smoothly in most areas of the province. 
Depending upon the hospital, midwives have become members of either the department 
of obstetrics or the department of family practice. Some hospitals have already created 
separate divisions of midwifery within these departments. Midwives are registered, self-
regulating professionals. The AOM holds the position that when the Ontario Public 
Hospitals Act is amended to allow for it, hospitals should create separate clinical 
departments of midwifery wherein midwives would be accountable to the Chief of their 
own department. Obviously, good communication and cooperation between the 
departments of obstetrics, pediatrics, family medicine, anesthesia, and midwifery would 
be essential for the safe and smooth delivery of maternity services. 
Remuneration of Consultants: In January 1997, the AOM Board of Directors passed 
the following policy regarding remuneration of specialists for midwife-requested 
consultations: "Registered Midwives, as obstetric primary care providers, must have the 
ability to directly access the serJices of appropriate medical specialists on behalf of their 
clients. The College of Midwives of Ontario's Indications for Mandatory Discussion, 
Consultation and Transfer of Care outline the range of situations in which midwives are 
required to consult with or transfer care to a physician. · Specialists must be compensated 
appropriately for the services they provide just as they are when they are consulted by a 
family physician." 
In Ontario, this is an issue that must be resolved between the medical association and the 
provincial Ministry of Health. We understand that the Ontario Medical Association 
recently approved the addition of two new fee codes for midwife-requested emergency 
consultations to its fee schedule. The AOM supports this move, and is hopeful that the 
Ministry of Health will revise the Ontario Health Insurance Programme schedule of 
benefits to reflect this change. The AOM would also like to see specialists appropriately 
compensated for 'non-emergency' consultations by midwives and encourages timely 
resolution of this issue. 
The AOM is encouraged by the SOGC's recognition of the important role midwifery has 
within comprehensive obstetrical health care in Canada. As midwifery is recognized and 
regulated in other provinces, there are bound to be adjustments for everyone 
accomplishing these changes. It is important that we continue inter-professional and 
mutually respective dialogue during this time of change. Based on our experiences in 
Ontario, we anticipate the development of cooperative and collegial relationships between 
midwives and obstetricians across the country. 
Yours Sincerely, 
Bridget Lynch, RM 
Interim President 
February 27, 1998 
Editorial Staff, 
Association of 
Ontario ~lid\vives 
The Journal of the Society of Obstetricians 
and Gynecologists of Canada 
77 4 promenade Echo Drive, 
Ottawa, Ontario. K1 S 5N8 
Dear Editorial Staff, 
The Associatio_n of Ontario Midwives was very disappointed in the publication, Where to 
be Born Safely: Professional Midwifery and the Case Against Home Birth (Oct 1997 ) 
authored by Dr. James Goodwin. The current emphasis on evidence based policy and 
clinical practice means that health professionals and their societies have a responsibility 
to review current evidence and be objective in their pronouncements. Dr. Goodwin's 
critique of midwifery and home birth takes account of neither current nor complete 
information. 
Home birth has been the subject of numerous publications. A recent Medline search for 
the years 1993-1997 inclusive using home and childbirth as the search terms revealed 
189 citations. None of these is a randomized controlled trial of home compared with 
hospital, which might be the most unbiased assessment of outcomes. The feasibility 
issues, such as required sample size, and the importance of women's preferences as a 
determinant of outcome make it unlikely that such a trial can be mounted. The best 
available evidence comes from prospective cohort studies. Their number, diverse 
settings and consistency of findings lend strength to the overall conclusion of equivalent 
outcomes. 
Several recent publications about home birth were not cited_ by Dr. Goodwin. In 1997 the 
first meta-analysis of prospective cohort studies about home birth was published in Birth 
(Olsen 1997:24). Objective inclusion criteria were used to select the most 
methodologically sound studies from the existing literature. Six studies were included that 
were published between 1977 and 1994. There was no significant difference between the 
home and hospital groups in any of the individual studies. The pooled results showed an 
OR=0.87 in favour of the home birth group (95°/o Cl 0.54-1.41). Olsen concluded that" 
no empirical evidence supports the claim that hospital births are a safer option than 
planned home birth backed up by a modern hospital system for selected pregnant 
women." 
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A 1996 issue of the British Medical Journal included four additional observational studies 
about home birth (BMJ 1996:313). These studies all have outcomes consistent with the 
conclusion above. Authors in this issue ( Davies et al 1996) also stress the importance of 
meticulous selection of women at low risk for obstetric complications along with the 
availability of safe transfer in labour if the need arises. 
The expanding body of literature demonstrates that homebirth is a reasonable option for 
women with low obstetrical risk who make an informed decision about giving birth at 
home. Pregnant women who are planning for a home birth are fully informed of midwives' 
limits of practice and the risks and benefits of home and hospital birth. Registered · 
midwives in Ontario use standard antepartum risk assessment criteria, follow a list of 
indications for place of birth as well as a set of mandatory indications for consultation or 
transfer of care to a physician (Colleg~ of Midwives of Ontario 1995). They receive 
annual certification in neonatal resuscitation and have the opportunity to participate in 
emergency skills workshops, which are similar to the ALARM course, run semi-annually 
by our Association. During hor.ne birth midwives bring with them all the necessary birth · 
and emergency equipment for initial stabilization of complications. 
Women in many Onta.rio communities seek the services of midwives and have benefited 
from the spirit of cooperation and reason that is advocated by Dr Goodwin. The active 
collaboration of nurses, family physicians, obstetricians, pediatricians, anaesthetists and 
midwives is essential to high quality care. The Association of Ontario Midwives is 
. committed to fostering such collaboration at the local, regional and provincial levels. 
Sincerely, 
Bridget Lynch, RM 
Interim President 
c.c. Dr. Robert Reid, President, Society of Obstetricians and Gynecologists of Canada 
Dr. Andre Lalonde, Executive Vice-President, Society of Obstetricians and 
Gynecologists of Canada 
Susan James, President, Canadian Confederation of Midwives (CCM) 
Robin Kilpatrick, Interim Registrar, College of Midwives of Ontario (CMO) 
Lorri Zagar, President, Ontario Midwifery Consumers Network (OMCN) 
COLLEGE OF ~IID\VI\7ES OF ONTARIO 
L'ORDRE DES SAGES-FEi\11\'IES DE L'ONT ARIO 
P.O. Box 2213, Stidon P. Suite 285! Toronto, Ont:irio MSS lTI 
C.P. 2213, ~uccursale P, bure:iu 285, Torooto (Ontario) l\lSS 2T2 
Pbone1TeL (.-16) 327-0874 • Fa~Telec. (416) 327-8219 
January 1994 
CODE OF ETHICS 
Each rnid\vife shall act, at all times, in such a manner as to justify public trust and confidence, to 
uphold and enhance the good standing and reputation of the profession, to serve the interest of 
society, and above all to safeguard the interests of individual clients.* 
Each midwife is accountabl~ for her practice, and~ in the exercise of professional accountability~ 
shat 1: 
l. Always act in such a way as to promote and safeguard the well-being of clients, advocating 
their interests. 
2. Clearly inform and educate clients and the public as to the role, function, standards and 
philosophy of midwifery . practice. 
3. Respect clients' right to informed choice . 
.1 . Provide care \vhich respects individuals ' needs, values and dignity, and does not 
discriminate on the basis of language~ culture, age~ economic status, health status, sexual 
orientation, marital status, gender, geographic location, institutionalization, ability, race or 
re 1 i" ion . ~ 
5. Clearly inform clients and other health care practitioners of scope '1nd limitations of 
rn id \.vif ery practice. 
6. Avoid any abuse of the privileged relationship \vhich exists with G_lli:~ts. Such a 
relationship al lows privileged access to the person. property or residence of the client as \Vell 
as to personal practices or customs of the client 
7. Refrain from disclosing confidential information obtained in the course of professional 
practice without the consent of the client or a person entitled to act on her behalf, except 
\vhere disclosure is required by law or by the order of a court. 
S. Ensure that no action or omission on her part or \Vithin her sphere of inr1uence is detrimental 
to the condit:on or safety of clients. A mid,vife will never engage in the practice of 
mid\vifery \vhiie the ability to perform any professional service is impaired by alcohol or a 
drJ~. 
-
9. Ooenlv ac~~O\Viedge to ciients and he~!th care prac~itione;-s ~nv ~onscie~r:ous cbjec~ :on 
• "' ._ ., .J 
or conflict of interest which may affect professional practice or the ciienes right co informed 
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I 0. In addition to seeking consultation or referral in accordance with the standards of practice 
consult or refer when requested by the client or when the midwife finds assessment or 
treatment is not clear. 
11. Assist clients to find appropriate alternate care if for any reason she fmds herself unable to 
provide care. 
12. Attempt to provide the best possible care under any circumstance. A midwife may not 
refuse to attend a client in the cQurse of labour not withstanding #9 . 
. 
13. Build a professional reputation based upon her ability and integrity and only advertise 
professional services or make professional announcements according to local midwifery 
custom. 
14. A void the use of professional qualifications in the promotion of commercial products, 
in order to maintain the independence of professional judgement on which clients rely. 
15. Refuse to accept any gift, favour or hospitality which might be interpreted as either 
professional endorsement of a commercial product or seeking to obtain preferential 
consideration as a client. 
16. Have regard to the environment of health care and its physical, psychological and social 
effects on clients, and to the adequacy of resources. Make known to appropriate persons or 
authorities any circumstances which could place clients in jeopardy. 
17. Assume responsibility for reporting health care practitioners whose actions might endanger 
the safety of clients. 
18. Take every reasonable opportunity to maintain and improve professional koowledge and 
competence. 
--
19. Facilitate research in midwifery practice. 
20. In the context of her knowledge, experience and sphere of authority, ClSsist health care 
practitioners and students to develop and maintain professional competence in accordance 
with their needs. 
2 
. 
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Spring 1998 
Finally making progress CASE NOTES is published 
jointly by Friends of the Midwives 
and Midwives Association of 
SaskatcheYran. T he latest meeting of the ~lidwifery Implementation Working Group was held 
January 6th, 1998. The goal for the 
rnec:t.ing was to make a decision re-
garding the direction Saskatchewan 
would take to implement midwifery. 
\\'e achieved that goal! Drew Johnson 
with the Policy and Planning Branch 
of Sask. Health outlined four options: 
l: Regulation by a neighbouring 
provincial midwifery regulatory body; 
2: Regulation by Saskatchewan 
Professional Legislation; 
3: Regulation by government; 
4: Regulation by another profession 
in Saskatchewan. 
After a good deal of discussion, two 
basic principles were apparent - no 
matter which option is chosen, the 
government will assist in covering the 
cost of regulating midwives, as other 
health care professionals in or out of 
the province would not likely be inter-
ested in covetin2' the cost. Secondlv. 
..... . . 
we will need to utilize midwives from 
outside the province in cases of pro-
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fessional conduct. 
We discussed the knowns and un-
knowns of the first option. There is no 
precedent for this solution and it was 
decided that it may end up being un-
fe~sible despite the investment of a 
great deal of time and effort. 
We turned our attention, therefore, 
to a.made-in-Saskatchewan solution. 
Being regulated by another 
Saskatchewan profession is not accept-
able because it would make it 
impossible to relate to our counter-
parts throughout the country. 
This leaves us considering profes-
sional legislation at home: independent 
(self) regulation, or government regula-
tion. (Cont pg 2) 
To have your story, art!c!s c; 
event included in the nCY1Sletter 
please contact one of the 
following editors: 
Friends of the Midwives -
Saskatoon Committee 
Celia Goode (306) 373-4584 
#90-1128 McKercher Or 
Saskatoon SK 57H 4Y7 
Regina Committee 
Sylvie Roy (306) 5~ 1 
M.A.S. Editor. Rosalind Lydiate, 
(306) 933-9867 
This issue's editor. Karen Millard 
(306) 955-2865 
Thought Flurries 
This past week, while parts of the wor1d have once again begun prepara-
tions fa war in the Persian Gulf. I have focused my attention af most entirety 
on the Otympic Winter Games taking place in Nagano. Japan. The contrast 
is star1c. More than once I've v.ondered if this fascination with what the 
C:inton administJaticn refers to as "a sporting evenf' reveals my lack of Uil-
derstanding of the real wor1d. 
There is a part a us that believes it proper to focus on the potential for 
disaster, that to do otherMse is irresponsable. Of course v..e cannot ignore the 
problems we might encounter in any fiejd of endeavour, be it wor1d affairs, 
business or yes, even childbCrth. Forewcvned is indeed forearmed. 
But this 'Meek I've found ~f thinking that if all Yt48 focus on is the po-
tentiaJ fer disaster, inevitably, that's aJI we'll see. We have another responsi-
bility. Namely, to pay an at least an equat amount of attention to the potential 
for success. Sports psychotogtsts encourage the athletes they wor1c with to 
imagine. in as much detail as possible, a perfect, succemu1 performance. By 
doing so, the athletes are able to achieve far more than they could by d\Yejl-
i ng ai the potential for disaster. 
By watching athletes and nations come together in friendship and a mutual 
drive for success I am focusing ai the good things humanity can achieve. in-
dividuaJty and as teans and nations. HON much more inspiring than to sit 
glued to CNN listening to talk of battleships, bombs and deadty destruction! 
In order to achieve success. we must first envision it, then believe in it, 
then finaJ ty make it, watch it, happen. 
Till next time, 
KarenM 
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In Alberta, the government carries 
out a number of regulatory functions, 
for example, the maintenance of the 
registry and the appoinon~nt of -
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What an amazing group! 
members to the comminee which 
serves as the council. 
The model we arc pursuing is 
therefore a combination of both gov-
ernment and independent regulation, 
contracting with other health care 
professions to access assistance for the 
administrative functions, and with 
midwives outside the province for the 
professional conduct investigations. 
The intent is that this will continue 
until there arc sufficient numbers of 
Saskatchewan midwives to fulfill all 
functions within our own membership. 
Congratulations to everyone for 
hanging in there! \Ve will need to 
hear from you as you contemplate the 
above plan. It is important to think 
through all the "what will happen ~ 
or when ... " scenarios ahead of time. 
For the first time in the history of 
midwifery in Saskatchewan, we can 
see a flickering light at the end of the 
runnel. Can you sec midwives working 
There are seventeen of us srudying 
midwifery at McMaster this year, al-
most twice the number accepted in 
any other year of the program. 
\Ve range in age from 22 to 37. 
Seven of us have children but I'm the 
only one who has three. 
Five women have never been to a 
birth and many of the students won-
dered whv I wanted to enter· the pro-
• 
gram since I had been present at 
about 60 births and have worked at 
midwifery for a while. 
Our educational backgrounds arc 
diverse. I hold a degree in English, 
others hold degrees in science, an-
. thropology and film, social science 
and nursing. Two of the women arc 
social workers and one is a G.P. 
~lavsoon Taha \.,,as raised in Iraq 
and trained in Romania. She and her 
family fled Iraq and came to Canada 
about four years ago. ~either 
~favsoon nor her husband were able 
to have their credentials recognized in 
Canada. 
The program is direct entry, 
meaning you don't need prior train-
ing or experience, but because of 
the competitiveness (and perhaps be-
cause of the bias towards academics 
over experience) all of us in this 
year's class have degrees or certifi-
cates. 
Some days it feels as though 
we're having a "camp experience" 
at ~lc~laster! We have all but one 
of our classes together. Several of 
us meet in small study groups and 
we can often be seen prowling the 
extensive Health Sciences Library at 
Mc~f aster together, deep into the 
night. We've become each other's 
best supports. Late night phone calls 
reporting writer's block and anxie-
ties about upcoming exams are be-
coming more frequent as we get to 
know each other better. Onlv two , 
of our classes are at ~lc~f aster, the 
rest are at St. Joseph's Hospital, just 
in the glow of that light? ~f id wives all 
over the province, offering woman· 
centered continuity of care by famil-
iar care-givers and a choice of binh-
placc! Look closely, can you sec them? 
--------------------------------
by June Friesen 
Implementation Committee 
A Friend's Perspective 
lnc Implementation Committee decided at its January meeti..~g to set 
asiac for now the options of having midwifery in Saskatchewan regulated by 
the College of either Manitoba or Albe~. Instead, the Committee ~11 
work towards legalizing midwifery within the province. The three options re-
maining arc: 1: Midwifery to be regulated by the provincial government; 
2: To create a College of Midwifery in Saskatchewan; 3: Midwifery to be 
regulated through another profession such as the College of Physicians and 
Surgeons or the Saskatchewan Registered Nurses Association. 
It was accepted that eventually midwives should have their own College. 
However, due to the small number of midwives who would be ready to reg-
ister, an interim measure should be adopted. There are certain responsibili-
ties that professional associations have to fulfill- for example, they must 
maintain a register of their members, investigate and discipline members if 
necessary, allow public access and prosecute illegal practitioners. Currently 
neither the numbers nor the financial resources arc sufficient to do this. 
(Cont. page 3) 
south of downtown Hamilton at the 
base of the Niagara Escarpment. 
\Ve arc encouraged to serve on pro-
gram committees and to work with the 
Ontario College of ~tidwives and the 
Association of Ontario ~lidwives. 
~f ost of the ~·omen in the program 
have done extensive community work 
ranging from volunteering with the Big 
Sisters and various women's shelters to 
activities with midwifery consumer 
groups and offering labour support. 
\Ve will be together for another >"ear 
of classes, then will dissipate through-
out Ontario for midwifery placements. 
(In the next installment, Heather out-
lines the McMaster Midwifery 
Education Program) 
' CASE NOTES 6 
Meta-Analysis of the Safety of Homebirth. 
i\n article entitled "~feta-analysis of the Safety of Homebirth", written by Ole 
Olson appeared in the ~larch 1997 issue of "Birth". The srudy compared the 
safety of planned homebirth backed up by a modern ·hospital with that of a 
hospital birth in the western world. A meta-analysis of six controlled observa-
tional studies Vv·as conducted and the perinatal outcomes of 24,092 selected 
and primarily low-risk women were analyzed. The perinatal mortality rate was 
not significantly different for the homebirth group. However, the homcbirth 
group had a significantly lower occurrence of low Apgar scores, maternal lac-
erations and intervention rates. (I.e. induction, augmentation, episiotomy, op-
erative vaginal birth and Cesarean Section.) The planned homebirth group 
included all births planned to take place at home. If a transfer was needed 
due to complications it stayed with the homebirth group to avoid inflating hos-
pital complication rates. If a mother gave birth unexpectedly at home, but had 
planned to go to the hospital, she was included in the hospital group. 
.\nyone interested in receiving a copy of this study can contact Sylvie at 
Regina 586-6441. · 
Process evaluation of the Saskatoon 
Breastfeeding Centre 
In 1993/94 Wendv Stefiuk of 
' 
Saskatoon Community Health com-
pleted, as part of her ~-laster's thesis, 
a process evaluation of the 
Breastfeeding Centre in Saskatoon. 
Having observed that many human 
services programs are inadequately 
planned and insufficiently imple-
mented to be usefully evaluated in 
terms of outcomes or efficiency, she 
hoped to provide an opportunity for 
program manager.; to assess the con-
gruence between the program's objec-
tives and its activities and to identify 
the concerns of its clients. 
Stefiuk collected data from fortv-
• 
eight women via a standard-format 
questionnaire, which the client filled 
out herself, and followed-up with a 
telephone inteIYiew '4fithin two to four 
\\·eeks. Program activity data was col-
lected using field investigation. 
. \ descriptive analysis revealed that 
o\·er 90° 'o of women were satisfied 
\\ith the help and support they re-
ceiYed from the lactation consultant. 
Lactation support was offered in three 
\\·a vs: the client could attend the 
clinic, the lactation consultant could 
visit the client at home or she could 
offer advice by telephone. All the re-
spondents felt the help they received 
from the Centre helped them con-
tinue to breastfeed, all would use the 
services of the Centre again and all 
would recommend it to friends. 
The average time required per cli-
ent to carry out the activities in the 
Centre was one and a half hours for 
persona! contact and c1bout thirty 
minutes for telephone contact. This 
included documentation and referral 
to other sources as necessary. Time 
allotted for hands on care seemed to 
be the key to the satisfaction reported 
by the respondents. 
The results of the process evalua-
tion suggest that the Breastfeeding 
Centre is operating in the way it was 
intended to ,,.,·hen originally imple-
mented . 
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Sask. midwifery faces 
new challenge. 
~lembers of the Midwives 
Association of Saskatchewan and 
Friends of the ~lidwives met in 
Yorkton February 5, 1998 with 
Health Minister Clay Serby. 
Delegates advised ~-Ir. Serby of 
the work of the ~-[idwifery 
Implementation Commit~ee and of 
the progress and recent events in 
other provinces. Of particular con-
cern was that midwifery in Alberta 
has been refused funding. Health 
districts there were supposed to ap-
ply for funding to pay midwives 
but since there was insufficient 
money available to hire any mid-
wives for the required three year 
period no health districts applied. 
A number of Alberta midwives 
are relocating to British Columbia. 
That province hired forty-five mid-
wives who had just passed their ex-
ams and were to be either fully 
licensed or provisionally licensed. 
They will be paid from a central 
pot of money, not by district. 
Health Minister Serby felt mid-
wifery in Saskatchewan ought to be 
funded from a central pot and 
pointed out that all funds for 1998 
and 1999 have been allotted for. 
This means that laws licensing 
Saskatchewan midwives ~ill be 
' ready by Spring of 1999 but there 
will be no money in place to pay 
them. Government and health dis-
trict boards must be convinced of 
the value of midwifery care if they 
are to commit the necessary fund-
ing. Advocates of midwifery in 
Saskatchewan must rise to meet 
that challenge. 
by Cathy Ellis 
' ~ CASE NOTES 
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Dr. Goodwin's argument not convincing 
A commentary by June Friesen 
The October 1997 issue of the 
Journal of the SOGC (Society of 
0 bstetricians and Gynecologists of 
Canada - a federal body) featured an 
article ~&itten by Dr. James W. 
Goodwin, M.D., FRCSC, Chief of 
OBIGYN at Yarmouth, Nova Scotia. 
The title of the article, "Where to be 
born safely. Professional midwifery 
and the case against home binh", 
sends a strong message, yet Dr. · 
Goodwin fails entirely to make a con-
. . Vlnc1ng argument. 
First, Dr. Goodwin's reference list 
contains no current midwifery statis-
tics from Canada, the Midwives 
'.\ liance of Nonh America, or from 
y other sources of planned home-
birth information. He refers only to 
statements made by obstetricians 
about midwifery, some of which date 
back to the 1950's. While it is not un-
usual for an obstetrician to quote col-
leagues as sources, this lack of current 
statistical evidence is a serious flaw in 
his argument. Furthermore, he seems 
obli\ious to the fact that British 
Columbia's College of Midwifery has 
been in existence for over a year. 
Later, he correctly states that the 
SOGC has not been consulted in the 
development of midwifery education. 
I can understand that he might feel 
they have been left out of the loop, 
but I have to wonder, does the in-
volvement of the various provincial 
Colleges of Physicians and Surgeons 
not count? The regulation of mid-
~·i.fery has al~'1ys been a provincial 
sponsibility, dealt with at the provin-
1al leve I. 
The doctor contends that, "mid-
~iferv advocates who constitute the 
. 
militant wing of this movement, have 
exalted home birth and linked it ut-
terly with the idea of professional 
midwifery." In our experience, it is 
midwifery's opponents who mistakenly 
link the idea of midwifery solely with 
homebirth. If our vision was limited 
to this, we wouldn't bother working so 
hard for legalization and regulation. 
Dr. Goodwin holds "strong convic-
tions" yet chooses to back them up 
with nothing more than position state-
ments of the SOGC, which them-
selves arc unsupported by hard 
evidence. He writes, "hospital-based 
midwifery (with a new face on hospi-
tal practice) must evolve as an able 
partner in pen-natal health care, but 
delivery at home is a dangerous and 
inappropriate and irrelevant func-
tion ... " Conviction, to be sure. But in-
correct. 
In Dr. Gooowin's view, "adroit 
statistical manipulation" has made 
homebirth look good and hospital 
birth look bad. He writes, "complica-
tions from home are rapidly trans-
ferred to hospital before the situation 
becomes critical." Of course they are, 
but these situations are still retained in 
the statistics for planned homebirth. 
He next questions whether risk scores 
for pregnant women are sufficient and 
reveals a further incorrect assumption 
tha·t all decisions about where to com-
plete birth arc based solely on prena-
tal risk scoring. A skilled mid~fe 
however, continually evaluates her cli-
ent, not only during pregnancy, but 
during labour itself. 
The ~feta-anlysis of the ·safety of 
homebirth (qv pg 6) concludes.. after 
studying the outcomes of 24,092 sc-
lected and low-risk pregnancies, 
"Home binh is an acceptable alter-
native to hospital confinement for se-
lected pregnant women and leads to 
reduced medical interventions." A 
conclusion which no doubt escaped 
Dr. Goodwin's notice. 
Midwives across North America 
continue to record their birth out-
comes in order to compile numbers 
large enough to be statistically signifi-
cant. We know that if these outcomes 
were not good, we would be the .first 
to discourage women from giving 
birth at home. We base our deci-
sions, not on conviction or opinion 
alone, but on happy, healthy out-
comes. 
M.A.S., F.O.M. receive 
grant. 
The Midwives Association of 
Saskatchewan, Friends of the 
Midwives and theJ_raditional Birth 
Collective of Manitoba are to re-
ceive a $15,000 grant from the 
Prairie Women Health Centre of 
Excellence. The money will be 
used to study the experiences of 
women who have used midwifery 
care for home or hospital birth in . 
Saskatchewan and Manitoba. In 
depth interviews will be carried 
out with a random sample of 
women. For more information. 
contact Cathy Ellis, 586-2241. 
• 
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Breasif eeding Committee 
for Canada 
Guidelines for Accepting Donations I Sponsorship or 
Contracts Relative to the WHO International Code of 
Marketing of Breastmilk Substitutes 
Introduction: 
As public and professional concern over the yearly deaths of thousands of infants grew 
during the 1970s, two UN agencies, WHO (The World Health Organization) and UNICEF 
(The United Nations Childrens. Fund) responded by organizing an international meeting 
on infant and young child feeding in 1979. During the next 15 months, WHO and UNICEF 
drafted and prepared a code to control inappropriate marketing practices, promote, 
support, and protect breastfeeding (4). The WHO International Code of Marketing of 
Breast-milk Substitutes (the WHO Code) was enacted by the World Health Assembly in 
1981 and signed by 118 countries, including Canada. It provides ethical standards for 
marketing and promotion of infant formula and breastmilk substitutes. Inappropriate 
marketing of artificial baby milks and complementary foods, as well as feeding bottles, 
nipples and pacifiers, is a cause of malnutrition and death throughout the world. In 1994 
at the World Health Assembly all WHO members including Canada reafilrmed the Code. 
In Canada the Code has been endorsed by The Canadian Medical Association. The 
College of Family Physicians of Canada. The Canadian Nurses Association, The Canadian 
Pharmacist Association, The Canadian Paediatric Society, The Canadian Lactation 
Consultant Association I Association canadienne des consultantes en lactation, The 
Canadian Healthcare Association. The Canadian Confederation of Midwives, the Canadian 
Public Health Association. The Society of Obstetricians and Gynaecologists of Canada, 
and the Consumers Association of Canada. 
In accepting donations from, or entering into a business agreement with. an organization 
or business which does not adhere to the Code, health care workers are unwittingly 
supporting unethical marketing practices and subverting breastfeeding promotion, 
protection and support. Therefore, it is important to know what questions to ask about a 
potential donor I sponsor I partner before accepting donations, advertisements. conference 
subsidies, grants, and gifts, or before entering into any business agreement with potential _ 
donor Is ponsor I partner. · 
---
For a complete copy of the Code please order Protecting Infant Health: A Health Care 
Workers' Guide to the WHO Code (see Reference 4). A summary of the Code is included 
on page 5. 
A sample letter is enclosed for using in correspondence with a potential donor or partner 
to refuse any cooperative action due to their non-compliance with the Code. 
The following questions are designed to assist in the evaluation of potential donations. 
contracts. partnerships. or cooperative actions relative to compatibility with the WHO 
Code. Use them to guide you in your decision on accepting donations or forming a 
partnership. 
RULE OF THUMB - DO NGI' ACCEPT DONATIONS OR ENTER INIO PAKTNERSHIPS WHEN YOU 
HA VE ANY DOUBT ABOUT ADHERENCE TO ANY ARTICLE OF THE CODE BY YOUR POTF.NIIAL 
PAR'INER OR DONOR 
"l'BERE IS NO SUCH 1'HlNG AS A FREE UJNCH ••• " 
• 1 . 
1· 
Breasif eeding Committee 
for Canada 
In most cases, an answer of YES indicates that you should NOT enter into any agreements or 
partnerships with a potential donor. 
KEY QUESTION: 
Is the potential donor or partner involved either directly or at arms length in the manufacture, 
distribution, sale or promotion of any of the following: 
.I Infant formula - an industrially produced breastmilk substitute 
.I Breastmilk Substitutes - any food being marketed to partially or totally replace 
breastmilk (pre-term formula, low birth weight formula, all forms of cow and other 
animal milk, condensed milk, follow-up [follow-on] milk, sugar or fruit drinks, 
depending on how they are marketed ( eg, apple juice as above)) 
.I Bottle-fed complementary foods - rice flakes, wheat flour, cornstarch powders and 
bottle biscuits to be dissolved in liquid and used via feeding bottle and nipple 
.I Feeding bottles, nipples,. and paciQers 
If your answer is NO to this KEY question, it is assumed that the Code would not apply and 
this partner or potential donor would be compatible with the Code. Please check the 
"pedigree" of any potential donor or sponsor. Watch for companies that masquerade as "Code 
compatible" bur are owned by multinationals who are involved in sale and marketing of the 
above products. At arms length could refer to any company owned by or which owns a 
manufacturer of the above products. For further information on these connections see 
Appendix D and E in Reference# 12. 
Regarding relationships at arms length. Assessment of relationships at arms length is up to 
you. It is your option to refuse any relationship with a donor, corporation, or organization 
which has dealings or relationships at any distance to an organization or corporation which 
violates the WHO Code. A refusal to enter a relationship is also known as a boycott. 
If your answer to the KEY question ts YES, please answer the following questions: 
1. Direct advertising 
Does the potential partner or donor specifically market, promote or advertise to the 
public or to health professionals any of the above products (listed in the KEY 
question) where you perceive the intention is to replace breastmilk for any age of 
baby/child? 
Does the potential donor or partner distribute to pregnant women or mothers any 
gifts, articles or utensils which may promote the use of breastmilk substitutes or 
bottle-feeding? 
If the answer ts YES to either questio_n do rwt enter into any agreements or partnerships with 
this potential donor, corporation or organization. These actions , contravene Article 5 (no 
advertising of these products to the public. No distribution of gifts of articles or utensils to 
pregnant women or mothers of inf ants and young children). 
2. Product labels 
Does the potential donor modify. make unclear, or TOTALLY OMIT any of the 
following information from its product labels? (All prcxlucts covered by the Code 
apply here.) 
• the words "important notice" or equivalent 
• a statement of the superiority of breastfeeding . 
• a statement that the product should be used only on the advice of a health worker 
• instructions for appropriate preparation and a warning against the health hazards of 
inappropriate preparation. 
• are there pictures of infants or other text which idealizes use of infant formula. 
bottles or pacifiers, on any product labels? 
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If the answer is YES to any of the above, do not enter into any agreements or partnerships 
with this potential donor, corporation or organization. This contravenes Article 9 (labels must 
include proper use of product the superiority of breastfeeding, and must not idealize use oif 
artificial milks) . 
If the answer is NO, is the information on the label CLEAR, CONSPICUOUS, AND EASILY READ, 
AND IN AN APPROPRIA1E LANGUAGE? 
If the answer is NO, do not engage in any partnership or agreements with this corporation or 
organiz.ation. This contravenes Article 9 (labels must be easily read in the appropriate 
language). · 
3. Joint ventures or projects 
Does the potential p~tner or donor engage in joint ventures or projects with 
manufacturers of any of the bul1eted products listed in the KEY question? Joint 
ventures or projects include activities such as "baby day" displays, product 
demonstrations. acceptance of advertising for prohibited products. etc . 
• 
If the answer is -YES do not engage in a partnership, contract or donor agreement with this 
organiw.t.ion or corporation. These activities may contravene Articles 4, 5, 6, and 8. (No 
infonnation to and educatiDn of mothers and families [4}. No advertising to the general public 
of products within the scope of the Code [5/. Marketing personnel must not have direct or 
indirect contact with pregnant women or mothers. [5/ No company personnel shall educate 
women or mothers of infants and young children (6, BJ.) 
4. Coupons etc. 
Does the potential partner or donor participate in mail-in offers for baby clubs, mail-
in coupons for free baby care items. infant feeding seminars. or 1-800 numbers for 
parenting or infant feeding information? 
If the answer is YES do not enter into any agreements or partnerships with this potential 
donor, organization or corporation. This contravenes Article 8 (rw company personnel shall 
educate women or mothers of inf ants and young children) and Article 5 (marketing personnel 
must not have direct or ind.ired contact with pregnant women or mothers). 
5. Educational material 
Does the potential partner or donor provide printed. video or audio educational 
information for women. mothers or parents on infant feeding, or any aspects of child 
care that involve infant feeding? 
If the answer_ts YES, Does the donor/partner OMIT any of the following information, in part 
or in whole? 
• the benefits and superiority of breastfeeding? 
• maternal nutrition and the preparation for and maintenance of breastfeeding? 
• the negative eff ed on breastfeeding of introdudng partial bottle1eeding ? 
• the difficulty of reversing the decision not to breastfeed ? 
• where needed. the proper use of breastrnilk substitutes whether manufactured 
industrially or home prepared? 
If the answer is YES to ANY of the above, the educational material IS NOT acceptable. Do not 
enter into an agreement or partnership with this potential donor, corporation or organization. 
This contravenes Article 4. 
If the answer to #5 is NO. go to Question # 6 and Question #7. 
CAUTION: Promotion often masquerades as education through wording and insinuation. See 
Reference # 10 and 11 to help you differentiate . 
. 3 . 
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6. Printed material 
Will the printed educational material bear a product name? 
If the answer is YES, do not enter into an agreement or partnership with this potenti.al donor, 
corporation or organization. This rontravenes Article 4. 
7. Identifying marks or logos 
Will the donated material or equipment bear any mark identifying the donor? 
If the answer is NO, this material is acceptable and you may enter into an agreement or 
partnership. 
If the answer is YES, and if this identification is a logo, this does not rontravene the Code, 
and you may enter into an agreement or partnership. 
CAUTION: Some. logos are now so connected with a company product as to represent the 
product. Product names on any donated materials. equipment or supplies contravenes Article 
4. 
You may decide to refuse a relationship with this potential donor. organization or corporation 
due to connection of their logo with products which are covered by the Code. 
8. Donated material or equipment 
Has educational material or equipment been donated to a facility of the health care 
system WITHOlIT' a specific request and written approval of the appropriate 
government authority? 
If the answer is YES do not enter into an agreement or partnership with this potential donor, 
corporation or organization. This contravenes Article 6 (no health care f a.cll.i.ty should 
advertise products covered under the Code). 
9. Donated or low cost products 
Has the potential donor or partner donated or provided at a low cost product covered 
by the Code (see Key Question above) either with or without entering a contrac~ to a 
facility of the health care system (hospital, maternity clinic, doctor's office. lactation 
clinic, birthing centre)? 
If the answer is YES, do not enter in.to any agreement partnership ·with this potential donor, 
corporation or organization. This rontravenes Articles 5 and 6 (no donation of products to 
families, no donation of products to health care fa.cili.ties). 
10. Promotional material 
Does the potential donor or partner provide promotional materials on its products to 
health professionals? Promotional materials include items such as catchy magazine 
ads, flyers, glossy folders which go beyond scientific information. 
If the answer is YES, do not enter into any agreement or partnership with this potential 
donor. corporation or organization. This contravenes Article 7 (information to health care 
professionals must be factual and scientific) . 
. 4 . 
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Does the. potential donor or partner offer to health care workers or members of their 
families, financial or material inducements where the intention may be to promote 
products covered under the Code? 
If YES, do not enter into any agreement or partnership with this potential donor, corporation 
or organization. This contravenes Article 7 (no incentives to health care workers to encourage 
use of products covered under the Code). This is called manipulation by assistance. 
12. Contract confilcts 
Will a relationship/partnership/agreement with this corporation/organization affect 
you or your organization's ability to responsibly and fearlessly promote 
breastfeeding? 
If the answer ts YES, do not enter into any agreement, or partnership with this potenttal 
donor, organization or corporation. 
13. Other 
Will our organization's relationship I partnership I agreement with this corporation 
I organization be used by the corporation I organization to negatively influence 
colleagues and other health professionals in the promotion of breastfeeding? 
If the answer is YES, do not enter into any agreement or partnership with this potenttal 
donor, organization or corporation. 
Summary of the International Code of Marketing of Breastmilk 
Substitutes, World Health Organization (WHO), Geneva, 1981 
"Understanding the Code: A synopsis" from BFHI News, August 1994 
1. Aim: the Code aims to ·contribute to the provision of safe and adequate nutrition for 
infants, by the protection and promotion of breastfeeding, and by ensuring the proper 
use of breastmilk substitutes. when these are necessary. on the basis of adequate 
information and through appropriate marketing and distribution. 
2. Scope: the Code applies to breastmilk substitutes, including infant formula: to other milk 
products. foods and beverages, when marketed or otherwise represented as a partial 
or total replacement for breastmilk: to feeding bottles and nipples. It also applies to 
their quality and availability, and to information concerning their use. 
3. Advertising: no advertising of above products to the public. 
4. Samples: no free samples to mothers, their families or health care workers. 
5. Facilities of Health Care Systems: no promotion of products, i.e., no product displays, 
posters or distribution of promotional materials. No use of mothercraft nurses or 
similar company-paid personnel. The ·health care system• does not include 
pharmacies or other established sales outlets. 
6. Health Care Workers: no gifts or samples to health care workers. 
7. Supplies: no free or law-cost supplies of breastmilk substitutes to maternity wards and 
hospitals. 
8. Information: infonna.tlonal and educational materials must explain the benefits of 
breastfeeding, the health hazards associated with bottle feeding, and the costs of 
using infant formula. Product information must be factual and scientific. 
9. Labels: product labels must clearly state the superiority of breastfeeding, to use only on the 
advice of a health care worker, instructions for the appropriate preparation and 
warning about the health harnds of inappropriate preparation. No pictures of infants, 
or other pictures or text idealising the use of infant formula. 
10. Products: unsuitable products, such as sweetened condensed milk, should not be 
promoted for babies. All products should be of a high recognized standard . 
. 5 . 
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1. Arnlstrong H. The International Code of Marketing of Breast-Milk Substitutes. a four part series appearing in J Human 
Lact (4)3 and 4(4). 1988: J Human Lact 5(1) and 5(2). 1989 
2. Arnlstrong H. Sokol E. The International Code of Marketing of Breast Milk Substitutes: What It Means for Mothers and 
Babies World-wide. The International Lactation Consultant Association. 1994 (Available from ILCA. 200 Michigan Ave. 
Chicago n. 60601 Tel (312) 541-1710). Fax. (312) 541-1271) 
3 . Palmer G. The Politics of Breastfeeding. Pandora Press. 1988 
4. Protecting Infant Health. A Health Workers' Gulde to the International Code of Marketing of Breast Milk Substitutes, 
8th Edition. IBFAN. Pcnang, Malaysia. 1996 (•) 
5 . Walker G. Action on the WHO Code, Breastfeeding Review, No.11. November 1987 
6. Green M. Jones F. WHO Code. Who Cares? The Canadian Nurse. January 1991;87(1):26-28 
7 . Protecting, Promoting and Supporting Breast-Feeding: The Special Role of Maternity Services, WHO. Geneva 1989 (•) 
8. IBFAN Statement on Company Sponsorship of Conferences(•) 
9. Sokol E. The Code Handbook:A Gulde to Implementing the International Code of Marketing of Breastrnilk Substitutes. 
The International CODE Documentation Centre. IBFAN. Penang. Malaysia. 1997 (•) 
10. Auerbach KG. Beyond the Issue of Accuracy: Evaluating Educational Materials for Brcastlceding Mothers. J Human 
Lact 1988:(4)3: 108-110 
11. Wlcsstnger D. Watch your language. J Human Lael 1996; 12(1): 1 
12. Baumslag N, Michels D. Mllk. Money and Madness. Bergin and Garvey, 1995 
13. Kararnag1 D. Ethics, the health worker, and the International Code of Marketing of Breastmllk Substitutes. IBFAN 
Afr1ca News. 1995:7 
14. International Code: Questions and answer$ for health workers. ffiFAN. Pcnang Malaysia, 1996 (•) 
(•)available from INFACT Canada. 6 Trinity Square, Toronto ON M5G 181 Tel. (416)-595-9819. Fax. (416)-591-9355 or e-mail 
infactcftn.net 
SAMPLE LETl'ER FOR USE IN REJECTION OF SPONSORSHIP I DONATION I AGREEMENT 
[Inside Address] 
[Address of potential donor. partner] 
Dear Sir or Madam. 
Thank you for your generous offer [to donate to our Conference) [to donate to our lactation. 
medical, newborn, maternity, clinic] [to enter into a contract to provide services for .... ) 
We are unable to accept this offer as we are aware that your {corporation I organization I 
company) [name the action you want to refer to which contravenes the Code] 
This activity contravenes Article(s)[list articles), or ts incompatible with [list the articles] of the 
WHO International Code of Marketing of Breast-milk Substitutes. 
We have enclosed for your information a copy of the Code. It is the policy of our organization 
to enter into agreements ONLY with (corporations I organizations I companies) which adhere 
to the Code. 
Please contact us if you wish further information about the Code. -
Sincerely, 
[Your Name] 
cc. International Association of Infant Food Manufacturers (IFM) 194, rue de Rivoli. F-
75001. Paris, France 
INFACT Canada. 6 Trinity Square, Toronto ON M5G lBl ph416-595-9819, FAX 
416-591-9355 
Your local breastfeeding political action group or Baby Friendly Network 
Breastfeeding Committee for Canada (BCC) PO Box 65114. Toronto, ON M4K 3Z2 
Prepared November 1997 by Jennifer Peddlesden. BScPharm IBCLC. and Cheryl Levitt BSc MBB Ch CCFF for the 
Breastfeeding Committee for Canada 
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Ml••lo• Sl•l••••I 
lbc protection, promotion and suppon 
o( brcastf<"Cding within Canada as th~ oprinW 
method o( mlant feeding. 
s ••• 
Esublish brcasdecding as the cultur.11 norm 
for infant feeding within Canada. 
0•1•~''••• 
Pr<>Yidc ongoing expert advice and rccom-
mcncbtions on brcasdecding to governments and 
organizations on research, policy and program 
~·elopmcnl and direction. 
Facilitate the development of collaborative 
stntegics 10 promote, support and protect breast-
feeding in c.anada. 
Provide a forum for addressing issues _ 
brought fOl'Wal"d to the group. 
Share information and maintain ongoing 
communication between governments and organi-
z.atiom to protect, promote and support breast· 
fC'Cdi.ng. 
•••••r•lll~ 
The poop consists of independent experts 
and representatives of the following associ2tiom 
- ~:anizatioos : 
11,KJ.AI..... Smscs Association of Camda 
Canadian lactation Consultant Association 
Canadian Confedaation of Midwives 
Dieticians of Canada 
Canadian Healthcare Association 
Canadian Institute of Child Health 
Canadian Surscs Association 
Canadian P-zdialric Society 
Canadian Pcrill2Ul Rcgionalilltion Coalition 
Canadian Phann2cists Association 
Canadian Public Health Association 
Collcgc of family Physicians of Canada 
fcdcrallProvincW/TerritoriaJ Group on Nutrition 
Haldi Canada 
ISFACTUmda 
la Lccbc League Canada 
Liguc La lcchc 
Society of Obstetricians and Gynzcologists 
of Canada 
t.: SICEF Can3da 
C•-Cll•lr 
Routing members elected to a two year term. 
•••••••• 
Hdd approxilmtivcty once a year. 
Subcommittees woric on identified issues on 
an ongoing basis. 
•llll•rl•I Co••lll•• 
Maureen FJCld, Jacki Glover, Roberta Hcwat, 
jcnnifcr Pcddlcsdcn, Marilyn Sanders, Pierrette 
Trcmbby 
Scatcmcnts and opinions expressed in this 
letter arc those of the authors and not ncccs-
tbc opinion of the member organiutions. 
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by Roberta Hewat, 
Canadian Nurses Association 
Maureen Fjeld, 
Canadian Lactation Consultant 
Assoc I atlon 
Welcome to the third issue of 
Breastf eedlng Canada! This issue con-
• 
tains reports on several exciting initiatives 
which the Breastfeeding Committee for 
Canada (BCC) has undertaken in the last 
several months including: 
• The first Canadian Baby-Friendly Initi-
ative assessor training course (see page 3) 
• A Health-Canada-funded Survey of 
Breastfeeding Support Groups to Assess 
the Cummt Status of The Batry.Frlendly 
Initiative and to Determine Future 
Needs (see page 2) 
• A two-day meeting funded by Health 
Canada and held in Hamilton, ON in No-
ve mber 1997 to receive the survey 
results and begin development of an 
Action Plan for the implementation of 
the BFI in Canada (sec page 4) 
• A new BCC statement providing 
Guidelines for Accepting Donations, 
Sponsorship or Entering Into Contracts 
Rela.tlve to tbe Wno International Code 
of Marketing of Breastmllk Substitutes 
(sec page •O 
• Planning for the National Baby-Friendly 
Launch and Breastfeeding Conference -
Breastf eedlng: Stepping Into Baby-
Frlendly (sec page 3) 
In November, the BCC formalized an 
executive structure. The two co-chairs, the 
past chair, secretary and treasurer will 
form the Executive Committee. Cheryl 
Levitt, representing the College of Family 
Physicians of Canada, has completed her 
term as co-chair. Maureen Fjeld , repre-
senting the Canadian Lactation Consultant 
Association, is now co-chair with Roberta 
Hewat, representing the Canadian Nurses 
Association. Marilyn Sanders, representing 
UNICEF Canada, is Secretary. Cheryl will 
continue to ~ist as past chair. The focus 
of the BCC will continue to be on the 
implementation of the BFI in Canada. We 
are very concerned that Canada is falling 
behind other countries, including industri-
alized countries, on both the implementa-
tion of BFI and on the Code. We under-
stand that there are now twelve hospitals 
with BFHI designation in the United States 
and several hundred more ready to be 
as.5essed. 
BCC members have agreed to recom-
mend the use of the tenn breastmllk sub-
stitute when referring to other liquids 
given during the first six months; this 
could be -water, teas, juices or other milks 
or cereals given too early. This is consis-
tent with the WHO/UNICEF termino-
logy. BCC members have also agreed on 
the use of breastmllk and breastfeeding 
as one word and have recommended the 
same to Health Canada. 
The BCC would appreciate letters of 
support from national and regional 
professional organizations to acknowl-
edge the role of the BCC as the National 
Authority for the Baby Friendly Initiative 
in Canada. Please send on letterhead to 
the BCC Co-Chairs at the address shown 
on the last page of this newsletter. 
Robin Moore-Orr, Chair of the BCC 
Research Committee, would appreciate 
information regarding breastfeeding 
courses offered in Canada. Information 
can be forwarded directly to her at 
Faculty of Medicine, Health Sciences 
Centre , Memorial University of 
Newfoundland, 300 Prince Phillip Drive, 
St. John's NF AlB 3V6. 
Bev Chalmers and Maureen Fjeld are 
compiling data I articles on health care 
savings from breastfeeding. Any informa-
tion compiled in Canada or elsewhere on 
this topic would be welcomed. Please 
next on page 2 
NATIONAL SURVEY: BABY-FRIENDLY INITIATIVE IN CANADA 
by Louise Hanvey 
In April of 1997, the Breastfeeding Conunittee for 
Canada (BCC) and UNICEF Canada conducted a Suroey 
of Breast/ eedlng Support Groups to Assess the 
Current Status of tbe Baby-Friendly Hospital Inltla,tlve 
/ Baby-Friendly Initiative (BFHl/BFI) Activities In 
Canada and to Determine Future Needs. 
A 23 item, quantitative and qualitative mail-out 
survey was sent to 104 breastfeeding groups identified 
by the Breastfeeding Committee for Canada. There 
were 80 respondents to the swvey- a response rate of 
76.9°A>. Fifty-six (700/6) of these respondents were coali-
tions or groups of agencies working on breastfeeding 
promotion and protection in their communities . 
Fourteen (18°.4) were individual agencies who provide 
breastfeeding support. Five were individual hospitals 
and five were individual health units. 
Seventy-nine of the 80 respondents had heard of 
the Baby-Friendly Initiative. Seventy of them were 
involved in activities to promote the BFI. Respondents 
were more likely to be working on the Ten Steps to 
Successful Breastfeeding than on the WHO Code of 
Marketing of Breastmllk Substitutes. 
Respondents identified common barriers to imple-
menting the Ten Steps, which included: 
• professional attitudes; 
• lack of professional skills and knowledge; 
• lack of resources;health care restructuring; 
• mothers' knowledge and beliefs; and 
• policies and procedures of institutions and agencies. 
Respondents also identified a number of positive 
experiences that they have had working on the Ten 
Steps. Interagency collaboration was seen as para-
mount to success. The development of resources was 
send to the BCC address shown on the final page of 
this newsletter. 
In December 1997, the American Academy of 
Pediatrics released a new statement which is a strong 
endorsement of breastfeeding (see December 1997 
issue of Pediatrics). Dr Lawrence Gartner, Dr. Ruth 
Lawrence and many others were driving forces 
behind this achievement. 
We are looking forward to a very full and excit-
ing year ahead for the promotion, protection and 
support of breastfeeding in Canada. 6 
important. Education, both of professionals and of 
women and families, was considered to be a critical 
element for success. Specific programs and services 
were also identified as having an impact. These 
included social marketing campaigns; community-
wide interventions; breastfeeding clinics; drop-ins; 
support groups; advice lines and home visiting. The 
purchase of fonnula by hospitals was identfied as an 
important positive step. 
Respondents had less success in implementing the 
WHO Code of Marketing of Breastmllk Substitutes. 
The biggest barriers identified related to direct mar-
keting of breastmilk substitutes to the public. There 
are a variety of venues in the community which are 
advertising formula products to the public: doctors' 
offices, newspapers, magazines, professional journals, 
delivery to individual residences and community 
groups. Hospitals have contracts with formula compa-
nies through which formula is supplied free. Cutbacks 
in hospital funding make the money offered by formu-
la companies very attractive. A number of respondents 
were reluctant to explain the costs and hazards of artifi-
cial feeding to mothers, the reason often being that 
"women need to have freedom of choice". 
Respondents identified a number of actions that 
could help them at the local, provincial and national 
levels to implement the Baby-Friendly Initiative. 
Locally they needed: funding to do a variety of things, 
education at a variety of levels, policies and standards, 
a shift in values and beliefs and a different working 
environment. Provincially they needed: increased hos-
pital funding, government standards/ policies, support 
from provincial professional associations and legisla-
tion. Nationally they needed: print and A/V resources; 
leadership from the federal government, voluntary 
organizations and professional organizations; funding; 
legislation and monitoring and evaluation. 
At all levels, they needed assistance with influenc-
ing the action of formula companies. 
Virtually 100% of respondents supported the con-
cepts of the Baby-Friendly Initiative. Fifty-four of these 
groups would be prepared to participate in national 
implementation of the initiative in some concerted 
way. The survey results indicate that there is a 
groundswell of commitment and human resources 
available to us in Canada to move ahead! 
The findings of the survey are currently being 
finalized and prepared into a report. Appreciation is 
extended to all those who participated in the survey. 
You will soon receive a summary of the findings. 0 
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by Maureen Fjeld 
The National Baby-Friendly Initiative Launch and 
breastfeeding Conference Breastf eedlng: Stepping Into 
Baby-Friendly will be held November 19-21, 1998 at 
the Westin Bayshore Inn, Vancouver BC. This monu-
mental event is co-sponsored by the Breastfeeding 
Committee for Canada and the BC Reproductive Care 
Program Committee. 
The official Launch of the Baby-Friendly Initiative 
in Canada will take place on the morning of Thursday, 
November 19. Representatives of government, UNICEF 
Canada and other special guests will addres.s the need 
to embrace the Baby-Friendly Initiative at all levels in 
Canada. Sunera Thobani, MA, past president, National 
Action Committee on the Status of Women, will pre-
sent the keynote address at the launch. 
Confirmed keynote speakers for the conference: 
include internationally-known breastfeeding experts 
Jan Riordan, co-author of Breastfeeding and Human 
Lactation and Marsha Walker, president-elect of the 
International Lactation Consultant Association. 
Other speakers, including members of the 
~~.,reastfeeding Committee for Canada, will ensure a pre>-
gram to meet all of the disciplines and levels of experi-
ence. Continuing education credits for all disciplines 
will be available. 
The conference will run from Thursday afternoon, 
November 19 through Friday, November 20, with 
optional in-depth workshops on Saturday, November 
21. Delegates may register for one, two or three days. 
Registration details will be available in Spring, 1998 
and corresponding members of the BCC will be includ-
ed in the first mailing. (If you are not already a member 
please see the coupon on the last page of this newslet-
ter). Titree to four hundred delegates are anticipated so 
mark your calendar now and plan to register early! 0 
by Jacki Glover 
On November 7, 1997, Beverley Chalmers 
(PhD) presented the first Canadian Hospital Assessor 
Training Course for the WHO I UNICEF Baby-Friendly 
Hospital Initiative to 46 participants in Hamilton , 
Ontario. She is a BFHI trainer, assessor and advisor to 
UNICEF / WHO in Eastern Europe and the Society of 
Obstetricians and Gynzcologists of Canada representa-
tive on the Breastfeeding Committee for Canada. 
Beverley presented a no-nonsense, flexible 
approach to the hospital asses.sment process. She pas-
sionately stressed that mothers and their experience 
· with breastfeeding are central to the initiative. The 
BFHI / BFI aims to have hospitals embrace attitudes 
and practices which would support breastfeeding. The 
role of the hospital assessor is not only to assess com-
pliance with the 10 Steps but also to use the opportu-
nity to encourage growth in breastfeeding knowledge 
and skill with all of the hospital's staff. 
The workshop participants were reminded that 
there is a lot of work to do to overcome barriers to the 
implementation of the 10 steps in Canadian hospitals. 
Hospital self-asses.sment and preassessment by a hospi-
tal assessor would help hospitals move forward with 
the process. The November 1998 BFHI I BFI launch 
and conference will help to identify implementation 
strategies so that breastfeeding can become the cultur-
al norm in Canada. 
Thanks to Beverley for her enthusiastic and infor-
mative presentation. 0 
A poster session will be held at the National Conference , 
Breastfeeding: Stepping into Baby-Friendly, to be held at the Westin 
Bayshore Inn, Vancouver, B.C. November 19-21, 1998. Posters that 
describe programs, practices or research on topics related to lactation, 
breastfeeding, and infant feeding are invited for consideration. 
Abstracts must be submitted by September 1, 1998. All research pre-
sented must conform to the WHO Code guidelines. For more information 
contact British Columbia Reproductive Care Program, Room F5, 4500 
Oak Street, Vancouver, B.C., V6H 3N 1, Canada, (T) 604-875-3737, 
(F) 604-8 7 5-3 7 47. 
Aellon Pl11n for Implemenl11llon of lbe B11by-
Frlendly lnlll111l11e In De11elopmenl 
by Marylin Sanders 
Members of the Breast· 
feeding Committee for Canada 
spent a day during their last meet-
ing in November, 1997, working 
on the development of an Action 
Plan for the implementation of 
the Baby-Friendly Initiative (BFI) 
in Cana(1· . Using the BFI Survey 
(see arti··Je in this issue) as a start-
ing point, the BCC drafted a set of 
five key strategic areas for the 
implementation of the BFI. These 
include awareness and advocacy 
of the BFI; the BFI accreditation 
process; development of BFI 
activities both nationally and at 
the provincial / territorial level; 
educational initiatives; and the 
establishement of a funding base. 
The first draft of the Action Plan 
is currently in the hands of BCC 
members for review and further 
development. 
The draft plan incorporates 
several BCC initiatives including 
the November, 1998 BFI Launch 
and Conference follow-up on the 
BFI survey, a current review of 
the structure of the BCC and the 
training program for BFI hospital 
assessors. It also proposes new 
initiatives including development 
of materials to help hospitals 
identify what is required to 
receive the baby-friendly designa-
tion; development of educational 
programs for health professionals 
and policy makers; development 
of consumers advocacy programs 
and research into the costs associ-
ated with not breastfeeding. 
Over the next months the 
Action Plan will be finalized and 
an implementation plan will be 
developed . Look for a more 
detailed report in the next issue 
of Breastfeeding Canada. 0 
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:~ New Sponsorship G~ideliries 
... . . .: ~ . . .- . -
Been approached by on organ izotion or 
corporation offering a donation, partnership or 
sponsorship? Wont to know whether to 
accept? Look no further than the new 
Sponsorship Guidelines now available from 
the Breastfeeding Committee for Canada. 
The guidel ines present a series of ques· 
tions wh ich address the main points of the 
WHO International Code of Marketing of 
Breastmilk Substitutes. These questions enable 
the user to rote the attitudes and actions of the 
potential donor/sponsor against the standards 
established by the CODE. As a result, a clear 
picture should emerge of the level of adhe-
ren ce to the CODE of any poten ti a l 
donor/ sponsor. 
The guidelines also include a sample letter 
which cou ld be sent to on unsuccessful 
donor I sponsor. The letter, which includes the 
Articles of the CODE, explains how non-compli-
ance precludes entering into a donor/ spon-
sor relationship and con be used as an edu-
cational tool. 
The sec ' s Guidelines for Accepting 
Donations , Sponsorsh ip or Entering into 
Contracts Relative to the WHO International 
Code of Marketing of Breostmilk Substitutes is 
ava ilable in both off icial languages for 
$5.00 each from: 
The Breastfeeding Committee for Canada 
P.O. Box 65 11 4 
Toronto, ON, fv\.4K 3Z2 
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You will: • Receive the newsletter in a timely fashlon • Be on our lJst of corresponding members 
• Be able to brief the group on your issues of concerns. 
:l Yes, I am Interested In becoming a 
concsponding member and receiving 
the newsletter ($ I 0). 
:l J want to receive the Breastfeeding Statement 
($3). 
:l I want to rccdvc the Sponsorship Guidellncs 
($5). 
I enclose a S ___ cheque or money order. 
:l English Q French 
llaD to: Breastfeeding Committee for Canada, 
P.O. Box 65114, Toronto, OnUrio, M4K 3Z2 
Name a 
Organization/ Association/ Agency a 
MaRlng Addreu 1 
Poi tal Code a 
Telephone 1 ( ) Faxa ( ) 
El.c:tronlc Addreu 1 
" . : . . .-:-: -·. -. ;. - . . . .- .: .. · · .. : ._ l>l·adlilll" for SUIHnis~inns l(n· fourth iSSlll"! ~l~n I''. 19')8 : -.- . . : - · >:·~. - ·. : · ~ - ~. 
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<Breastfeeding Vp-tfate for Pliysicians 
Presentation 'l(it )1._ vaifa6 fe 
This presentation package on breastfeeding \Vas developed for medical audiences, by a sub-
committee of the Perinatal Committee of Eastern Ontario. The basic presentation is one-hour but can be expanded with 
discussion and case studies tailored to the group. In 1996-97 the presentation was disseminated by physician/nurse teams to 
about 200 physicians via departmental meetings, rounds, education sessions and conferences. The program was evaluated for 
relevance and clarity at 4.5 and 4. 7 out of 5 and has been approved for CME credits by. CCFP. Content is evidenced-based 
and consistent with the National Breastfeeding Guidelines for Health Care Providers, and the WHO!l:.!NJCEF Baby-
Friendly Initiative. 
Topics include: ~ 
•:• the physiology of inf ant suckling •:• the fundamentals of technique 
•!• policies and practices \\·hich influence breastfeeding success •!• community support services 
•!• medical issues: jaundice, dehydration, breast infection .. candidiasis, medications 
The Prese11tatio11 Kit includes: 
.I Set of 5 0 slides 
./ Handout Package (20 pages including reference list) 
./ CME Certificate 
./ Slide Outline & Speakers Notes 
.I Evaluation Fonns 
The cost for the total package is $100 [Print n1atcrials ($25) can be ordered separately fron1 the slide set ($7 5)] . 
NAME: 
INSTITUTION: 
ADDRESS: 
POST AL CODE: 
Please send me: _ Total package @ $100 _ Print materials only ({j; $ 25 _Slide Set@ $ 75 
MAIL ORDER ALONG WITH CHEQUE OR MONEY ORDER PAYABLE TO PEPEO TO: 
Louise Corbeil, Perinatal Education Program of Eastern Ontario, 401 Smyth Road, O_tta\Ya, QN . . K~H- ~Ll .. :-,; . , 
":---> ~/-,_,~ :·. :.-~: ~- · . L< . :, ;_ :\~~?¥ ,~ : · _ . . . . _ . · • :.~'. ~ \ ~ /~:;,~:'.':~;:~~~:f?~~~~Jf t~~~~~-::~t~;-i~---
:J Check enclosed (payable to the "PEPEO") 
:J MasterCard :J VISA CJ American Express Account No. ------------
rdholder's Name: Expiry Date: ________ _ 
.Signature: --------------------
Fax to: (613) 738-3633 - if using credit card only 
NEWFOUNDLAND and LABRADOR MIDWIVES ASSOCIATION 
APPLICATION FOR MEMBERSHIP 
Name: 
(Print) 
All Qualifications: 
Full Address: 
Postal code: 
Telephone No. 
(work) 
E-mail Address: 
Work Address: 
Area where working: 
Retired: 
Unemployed: 
(Surname) 
1998 
Telephone No. 
(home) 
Fax No. 
Student: 
(First Name) 
List of Organizations of which you are a member (the Association 
receives requests from various organizations for representatives to 
review articles, attend conferences, be on committees). Your name 
would not be forwarded without your consent. 
Provincial: 
National: 
--------------------------------
International: 
I wish to be a member of the Midwives Association and I enclose a 
cheque/money order from the post office for: $~~~~~~~ 
(Cheques/money orders only (no cash) made payable to the 
Newfoundland and Labrador Midwives Association) . 
Membership for midwives is $30.00 (as this includes the Canadian 
Confederation of Midwives fees which the Association has to pay) . 
Membership for thos·e who are not midwives is $15. 00. 
Membership for those who are unemployed/retired is $10.00 
Membership for those who are residing outside of Canada $40 
(to cover the cost of the extra postage) . 
Date: 
- ·- - - ----------
Rett · ~ L .: ) : Pc..mE la Browne, P. 0. Box 112, Station A, Goose Bay, 
Labrador AOP lSO 
